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PROGRESS IN GYNECOLOGY 


JOE VINCENT MEIGS, M.D., F.A.C.S., F.R.C.S.E. (Hon.), and F.R.C.O.G. (Hon.), 


Boston, Massachusetts 


‘THIs PAPER is an endeavour to cover the progress 
in gynecology and is deliberately not concerned 
with obstetrics. A review of obstetrics should be 
written by an obstetrician. 

The changes which have taken place in gyneco- 
logy in the 50 yearssince the first issue of SURGERY, 
GYNECOLOGY AND OBSTETRICS was published in 
1905 would indeed startle the men who contrib- 
uted to the first issue of the new journal. A pe- 
rusal of the first volume shows that the problems 
which concerned the gynecologist of that day 
were related to the treatment of appendicitis, es- 
pecially in pregnancy, the type of suspension to 
use, the treatment of pelvic infections, the method 
of choice of vaginal plastic operations, and 
whether lymph node dissections were indicated 
in the radical surgical attack on cancer of the 
cervix. Perusal of the subsequent volumes of 
SuRGERY, GYNECOLOGY, AND OBSTETRICS reveals 
that the field of gynecology has grown enormous- 
ly. To the specialty have been added the fields of 
radiation therapy, endocrinology, and even psy- 
chosomatic medicine. The armamentarium of 
the gynecologist has been vastly improved by 
these additions. In a discussion of the progress of 
the specialty of gynecology we will begin with 
the problems of treatment of diseases that at this 
present writing are solved or nearly solved. 
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In the first issue 50 years ago one of the most 
discussed subjects was the best method of suspen- 
sion of the uterus. Now suspensions of the uterus 
are done infrequently and only for clear-cut indi- 
cations which are generally accepted. These indi- 
cations are: (1) patients with pelvic pain who 
secure relief when retroversion is corrected with 
a pessary; (2) the rare sterile patient who, after 
prolonged study which showed all other tests to 
be normal, has her retroverted uterus suspended 
in a final effort to help her achieve a pregnancy; 
and (3) the suspension that accompanies a plastic 
operation on the tubes, or resection of ovarian 
cysts which is done to keep the uterus from be- 
coming adherent in the posterior cul-de-sac. 

We have reviewed the gynecological operations 
performed at the Massachusetts General Hospital 
during this half century, and although the total 
number of gynecological procedures increased 
only from 453 in 1901 to 565 in 1953, the type of 
surgery has markedly changed (Table I). The 
operation of suspension of the uterus was done 
77 times in 1901; 73 times in 1921; 60 times in 
1922; 73 times in 1932; then gradually was 
abandoned so that in 1942 only 4 operations 
were done, and in 1953 only 1 suspension was 
done on the Ward Service. Whether this is 
progress or just change, only time will tell. 
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TABLE I.—NUMBER OF OPERATIONS PERFORMED 
IN YEARS LISTED AT THE MASSACHUSETTS 
GENERAL HOSPITAL 

1912 1922 1932 1942 1953 


Total number 484 448 607 536 565 
Suspension of uterus... . 73 4 1 
Vaginal drainage of pel- 

vic abscess 13 0 0 
Operation on tubes or 

tubes and other minor 

gynecological opera- 


Myomectomy 
Operation on ovary.... 
Presacral neurectomy... 
Exploratory laparotomy. 
Vaginal plastic operation 
Vaginal hysterectomy... 
Supravaginal hysterec- 
tomy 
Total hysterectomy 
Radical surgery: 
Wertheim 
Meigs operation 
Exenteration 
Vulvectomy and groin. . 
Miscellaneous 14 279 


The treatment of patients with pelvic inflam- 
matory disease both gonorrheal and postpuer- 
peral has been markedly changed during the past 
50 years. The older methods of position, rest, and 
sedation have been greatly aided by the addition 
of the understanding of fluid balance and of new 
chemotherapeutic and antibiotic agents which 
have so dramatically altered the care of all sur- 
gical infections. The problem of gonorrhea is 
not a large one and the condition is rarely seen 
in the private office of the gynecologist. The large 
public clinics still have the problem and some of 
the postpuerperal infections are still resistant to 
modern chemotherapeutic and antibiotic agents. 
Sulfa and penicillin resistant strains of bacteria 
may in the future again make pelvic inflamma- 
tory disease a serious problem for the gynecolo- 
gist, but at the present time pelvic cellulitis can 
usually be successfully combated by modern 
therapy. . 

A glance at Table I will illustrate that vaginal 
drainage of pelvic abscesses used to be fairly fre- 
quent but is now unusual. The treatment of 
tuberculosis of the pelvic organs remains un- 
changed, except that the use of streptomycin and 
isonicotinic acid hydrazide is being given a satis- 
factory trial. Large series of cases have not yet 
been reported to determine whether or not surgi- 
cal extirpation of the uterus, tubes, and ovaries 
should give way completely to antibiotics. For- 
tunately in this country the marked decline in 


the incidence of tuberculosis has lessened this 
problem. However, in the British Isles and on the 
Continent genital tuberculosis seems to be a real 
problem. The endometrial biopsy has definitely 
increased the number of cases discovered. 

The treatment and management of fibroid 
tumors have apparently been solved, except that 
methods of preventing their occurrence should be 
among the investigative problems of our re- 
searchers. It is obvious that fewer radical opera- 
tions are being carried out, that myomectomy is 
popular, and that the natural menopause is more 
often being awaited to effect a cure. Certainly 
the treatment of these tumors offers a problem 
no longer. The treatment of other benign tumors 
offers no special problem and seems agreed upon. 
The old and tried method of radium or roentgen 
ray treatment of fibroids and abnormal uterine 
bleeding has been nearly forgotten and probably 
rightly so. This treatment may be satisfactory, 
but on numerous occasions the bleeding con- 
tinued and the fibroid did not shrink. In certain 
other instances cancer of the endometrium de- 
veloped. Randall (24) and Corscaden (2) have 
emphasized that the patient with a too long, 
heavy, and delayed menopause may develop 
endometrial cancer in an increased proportion. 

The care of childbirth lacerations, cystocele, 
rectocele, and prolapse has gradually changed 
during this halfcentury.The old methods ofrepair 
of the cervix, repair of the cystocele and of the 
perineum, and supravaginal hysterectomy or sus- 
pension have given way to either the Fothergill- 
Manchester-Donald operation or vaginal hys- 
terectomy, or to the method—if the cystocele is 
not too large—of total abdominal hysterectomy 
and repair of the perineum. Another glance at 
Table I will illustrate the change in gynecological 
surgery at our hospital, vaginal plastic operations 
gradually being replaced by vaginal hysterectomy 
plus repair. Supravaginal hysterectomy has been 
abandoned; the cervix is almost always removed. 
It is obvious that the surgical treatment of benign 
lesions and reconstructive problems have been 
satisfactorily settled. 

The repair of vesicovaginal fistula has been 
solved and the basic methods date even before the 
first volume of SuRGERY, GYNECOLOGY, AND 
OsstEtrics. Vesicovaginal fistulas due to obstet- 
rical difficulties are not common at this time but 
fistulas due to injury of the bladder during total 
hysterectomy, radical hysterectomy and node 
dissection for cancer, and radiation are ever 
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present. Modifications in treatment have been 
made but the fundamental method of exposure 
of the bladder and its proper approximation and 
of exposure of the vagina as a separate layer is a 
basic necessity. The repair of radiation fistulas, 
new lesions to the gynecologist of 50 years ago, is 
fundamentally the same as that of fistulas due to 
injury at childbirth. The repairs of such fistulas 
are among the well understood problems, but the 
prevention of them is more important than meth- 
ods of repair. Advances are being made in the 
repair of huge fistulas that have been caused by 
radiation, and transplantation of attached mus- 
cles with conservation of their nerve and blood 
supply, the use of omentum, and even of bladder 
peritoneum and freed bowel aresuggested (13, 33). 

There remain a great many problems that are 
definitely unsolved, and some of these are listed 
and some of them discussed. 

Certainly the proper treatment of local vaginal 
infections, such as those due to the trichomonas 
and monilia, is far from satisfactory. The mere 
knowledge that there are at least 30 methods of 
treatment of the trichomonas infestation demon- 
strates our inability to handle this disagreeable 
condition properly. The same may be said of 
monilia, although not to quite such a degree. 

The management of sterility problems is a new 
development in this last half century. Tests for 
the determination of the time of ovulation, the 
state of the endometrium, and the patency of the 
fallopian tubes are becoming more and more 
standardized. The use of the Rubin test, hystero- 
salpingography, and culdoscopy are important 
in determining the patency and normal activity 
of the tube. Surgical procedures, such as reim- 
plantation of the tube into the cornua of the 
uterus and various methods of opening the ad- 
herent fimbriated end of the tube, are somewhat 
satisfactory. Newer methods, such as the use of 
polyethylene or other nonirritating material, to 
keep the repaired organ open (11, 27) are gain- 
ing slightly in the solution of the problem. The 
knowledge of male fertility is of the greatest im- 
portance in this study and the ability to evaluate 
the male’s fertility is fairly well understood, but 
methods of increasing the potency of his sperm 
are not really available. The problem of how to 
induce ovulation is far from settled and no real 
method has been advanced for the human being, 
although a method has been found for animals. 
If ovulation can be induced in the human female, 
many of the problems of infertility and abnormal 
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menstrual cycles may be solved. The advances in 
the sterility field are great, but the production of 
ovulation and satisfactory sperm are among the 
important unsolved problems. Artificial insemi- 
nation is used with more and more frequency and 
certainly most families are perfectly satisfied with 
this method of overcoming the husband’s infer- 
tility. The legal aspects of the responsibility of the 
parents is not perfectly clear at the present time, 
but certainly this difficulty cannot be allowed to 
check this desirable method of solving our sterility 
problem for some females. Concentration of the 
husband’s semen has not been so successful as it 
was hoped it would be, nor is insemination with 
the husband’s own semen. Sterility investigations 
are standardized and real success has followed. 

The cure of stress incontinence of urine occu- 
pied the gynecologist of 50 years ago as it does 
the modern gynecologic surgeon. The mere fact 
that there are so many different methods of at- 
tacking the problem is proof that no completely 
satisfactory method is available. This distressing 
condition cannot be relieved in 100 per cent of 
the cases and many patients are subjected to 
many procedures before any or no relief is found. 
The renewal of the old method of exercise of the 
voluntary muscles of micturition has been found 
of significant help along with surgical procedures 
(17) (before or after). From the simple rein- 
forcement of the tissues under the urethra in an 
attempt to push up the floor of the urethra to 
the use of fascial slings under the urethra placed 
in position from behind the symphysis pubis, and 
to attempts to attach the vagina from above to the 
back of the symphysis and to the rectus fascia, 
the repair operations have run the gamut of the 
imagination. Some patients are cured—many are 
“cured” —but there are some who are not. More 
study must be done on the physiology of mic- 
turition and greater knowledge must be ob- 
tained as to the why and wherefores of this con- 
dition. Certainly the advances have been great 
but the problem is definitely an unsolved one. 
The knowledge of the bladder and its nerve 
supply, although discussed and written about for 
years, remains nebulous. Its importance is very 
great, especially since the renaissance of radical 
pelvic surgery for cancer of the cervix. The blood 
and nerve supply of the ureter, bladder, and 
rectum, so many times injured during radical 
surgery, needs to be further investigated and the 
anatomy further demonstrated. The work of 
Jeffcoate (16) in establishing the fact that the 
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angle of the bladder and urethra is important 
has helped. The aim of the gynecologist is to 
produce by his surgery the 90 degree angle be- 
tween the posterior part of the bladder and the 
posterior urethra. If the angle can be produced, 
then incontinence is usually relieved. 

Unsolved problems in endocrinology and in 
radiation therapy will be taken up under those 
headings. The diagnosis and treatment of malig- 
nant diseases of the female pelvic organs is being 
left for later discussion, as their treatment is per- 
haps our most important and greatest difficulty. 

Endocrinology. The problems of the endome- 
trium, the understanding of the physiology of the 
ovary, and the action of the glands of internal se- 
cretion on the end organs are completely new since 
the July, 1905 issue of SuRGERY, GYNECOLOGY, 
AND OpsTETRICs. That there were ova was under- 
stood and that there were cyclic variations in the 
endometrium was understood, but exactly what 
the hormones were, how they were stimulated to 
work, and what they did was not known. As time 
went on in the half century that we are discussing 
many of the facts were clarified and the actual 
methods and the specific actions of various hor- 
mones were demonstrated. The importance of the 
pituitary gland and its relation to the other organs 
of internal secretion was discovered, the sequence 
of FSH, estrin, ovulation, luteinizing and luteo- 
trophic hormones, and corpus luteum formation 
was determined and the effect of these hormones 
upon the endometrium was systematized. Thus 
as soon as theelin, or estrin, and the corpus lu- 
teum hormone, or progestin, were found and 
could be extracted or manufactured for use the 
treatment of obvious endocrine conditions com- 
menced. A substitute for estrin, called stilbestrol, 
with a different chemical make-up was synthe- 
sized and has been found to be potent. The 
greater occurrence of nausea following its use has 
limited its effectiveness. The knowledge of the 
pituitary hormones and pituitarylike hormones 
from the placenta further stimulated research 
and later clinical use in glandular deficiencies. 
The hopes were great and many were realized. 
We now have tests for the presence or absence of 
the ovarian hormone, estrin, and for the presence 
or absence of follicle-stimulating hormone, or the 
pituitary-luteinizing hormone. Pregnandiol de- 
terminations give an estimate of corpus luteum 
activity. It has become easy to determine the 
presence of the menopause and to treat it, and 
quite possible to treat patients with abnormal 


bleeding, whereas formerly radiation or surgery 
was the only method of therapy. The amenor- 
rheas were divided into primary and secondary 
types, and certain good results were obtained by 
intelligent treatment of these conditions. The 
importance of the thyroid and the adrenal glands 
was recognized. Following this, much more in- 
telligent interpretations were made concerning 
precocious puberty, acromegaly, ovarian dwarf- 
ism, and the other manifestations and aberrations 
of the glands of internal secretion. 

In the management of the pseudohermaphro- 
dite distinct advances have been made. Deter- 
mination of sex can now be accomplished by bi- 
opsy of the skin (22) and study of the character 
of the chromosomes. Psychiatrists (14), in study- 
ing these patients, can decide whether or not the 
patient is a male or female by his or her feeling 
and manners, in spite of his or her gonads. More 
intelligent therapy and reconstructive surgery 
can be entertained; even though the organs are 
male does not mean that a girl should be sudden- 
ly transformed into a boy. This is a most im- 
portant consideration in the evaluation and 
treatment of these unfortunate patients. 

Knowledge of the endocrines is far from com- 
plete and further research to determine the 
presence in, and the extraction of, the pituitary 
and other hormones in the blood rather than in 
the urine will further help us in our clinical ap- 
proach to endocrine conditions. The physiology 
of the female is much better understood and we 
of this modern era are equipped with real, and 
not inert, hormones such as ovarian extract, 
corpus luteum extract, and even ovarian residue. 

The polycystic ovary syndrome associated with 
amenorrhea, hirsutism, and sterility, as discussed 
by Stein and Leventhal (31), is new. These 
markedly enlarged ovaries show a thickened 
tunica albuginea which may prevent ovulation. 
The enlargement is due to multiple small cysts 
in all stages of development and atresia. Some 
show marked luteinization of the theca about the 
unruptured follicle. Strangely enough, in many 
cases the excision of a wedge from these ovaries 
permits a return to normal menstrual cycles and 
to ovulation and pregnancy. This lesion was un- 
known to our gynecologists in 1905. Some endo- 
crine difficulty must be present, but the exact 
hormonal or other mechanism is not known. 

The problem of the retention of the ovary in 
surgical operations is up again for general con- 
sideration. In 1920 when endocrinology was in 
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its beginning, the practice of castration at the 
time of hysterectomy was discussed and settled in 
favor of leaving in the ovaries. Castration is now 
being advised by some (9) because it is now pos- 
sible to treat acute ovarian failure by means of 
hormones. However, the problem is one of psy- 
chiatric import also, for the husband ofa castrate 
cannot help but feel superior to his mate and to 
blame many shortcomings in his wife to her cas- 
trated state. The wife cannot but feel inferior to 
her strong mate with his full gonadal comple- 
ment. This mental effect on the two partners’ 
superiority and inferiority, plus the atrophying 
effect of castration on the vagina and the occa- 
sional shortening of the vagina by surgery, places 
the wife at a distinct disadvantage. The changes 
in her hair, skin, and the onset of osteoporosis 
later makes the effect of castration too great a 
price to pay for protection against the possible 
malignant changes in the remaining gonads. Cas- 
tration does prevent the occurrence of ovarian 
cancer but the price is too great to pay. 

The problem of dysmenorrhea has remained 
unsolved. The use of presacral or superior hypo- 
gastric nerve excision still can be considered of 
value in certain cases. The inconsiderate use of 
this operation should be condemned. Dilatation 
and hormones have not been proved of real value. 
Oxygenation may be of real service, but is diffi- 
cult to use and is mainly of research value (3). 

The value of endocrinology to the gynecologist 
is great. It is obvious, however, to any student of 
this modality of medicine that if the gynecologist 
does not know general endocrinology but only 
female endocrinology he wili soon lose his place 
in the endocrine world to the general endocrinolo- 
gist who is doing clinical and research work on 
all the organs of internal secretion. 

The identification of the endocrine tumors 
with their special symptoms and low percentage 
of malignancy has changed the classification of 
ovarian tumors. These lesions with their ability 
to produce femininity or masculinity and ab- 
normal genital development are not entirely 
understood, but great strides have been made in 
the past 25 years and our knowledge of the lesions 
constitutes a valuable demonstration of the great 
value of pathology in our specialty. In the sepa- 
ration of these tumors into their proper cate- 
gories, in the understanding of the changes in 
the endometrium, and in the diagnosis of cancer 
in situ and so many other conditions, the value 
of the gynecologic pathologist has been proved. 
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It is essential that such a trained pathologist be 
available in our gynecology departments. 

Meigs’s syndrome, (20) an entity consisting of 
a fibroma of the ovary with fluid in the abdomen 
and in the chest, and which is cured by removal 
of the fibroma, is important. It mimicks cancer 
of the pelvic organs with metastases to the chest. 
Benign ovarian cysts and tumors accompanied by 
fluid in the abdomen and chest were reported by 
gynecologists in 1905 and before, but in the 50 
years that we are discussing, no reports were 
made discussing this entity as a syndrome until 
1937 (25). It is an important syndrome as it sim- 
ulates inoperable cancer. There are other groups 
of cases, such as ovarian cysts or cancers of the 
ovary that simulate the true syndrome; these 
have been given the name of pseudo-Meigs’s 
syndrome (21). Some patients with cancer of the 
ovary may have fluid in the abdomen and chest 
and this may even be bloody fluid, and yet the 
fluid may be innocent and no cancer present in 
the chest cavity. Excision of the tumor may cure 
the patient. 

Endometriosis. Special interest arises in this 
lesion, which was first carefully described by one 
of America’s most illustrious gynecologists, John 
A. Sampson (30). It was this truly great investi- 
gator who published the first important work on 
endometriosis in 1921 and other articles in the 
following years. Since then interest has been 
great, perhaps greater than in any other gyne- 
cologic problem.Hundreds of articles have been 
written about this fascinating condition. Samp- 
son’s thesis on the ability of menstrual endome- 
trium to pass through the tubes and implant 
itself on the peritoneum is very probably true. 
The recent experiments of Te Linde and Scott 
on monkeys (32), which seem to confirm Samp- 
son’s thesis, deserve great praise. The extension of 
endometrium through the lymphatics had been 
emphasized by Halban (10) and lately by Javert 
(15), and certainly the finding of lymph nodes 
containing endometriosis in patients who have 
had the radical operation for cervical cancer 
upholds their contentions. Infrequent and late 
childbearing is a definite factor in patients suffer- 
ing from endometriosis. Most patients with endo- 
metriosis have married late and have had none, 
one, or but two children. Lack of childbearing 
may not be the etiologic factor, but certainly all 
studies point to the importance of having children 
early before endometriosis develops. Once endo- 
metriosis has occurred it may be a definite factor 
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in a patient’s inability to conceive. One of the 
great modern advances in the treatment of endo- 
metriosis is the knowledge that the chocolate cyst 
in the ovary, up to a large size, can be shelled 
out from the ovary and the ovary be reconstructed 
with a very good chance of subsequent preg- 
nancy. Conservative surgery in endometriosis 
is important and castration, except in the very 
extensive cases and in the patients near the 
menopause, should be avoided. 

Cancer of the female pelvis. The last and most 
important of the unsolved problems is that of 
cancer of the female pelvic organs. The two im- 
portant methods of attack are radiation and 
surgery. The problem in cancer therapy is first 
whether to use radiation or surgery, or a com- 
bination of the two. Essentially we need criteria 
to know whether a given tumor is sensitive or 
resistant to radiation and, if surgery is contem- 
plated, whether or not metastases have occurred. 
There can be no doubt that both methods of 
treatment are important, but because of a 20 to 
25 per cent failure in the early cases with either 
method it must be obvious that either a tumor 
may be autonomous (8) or the method of treat- 
ment used was not satisfactory. At the present 
time many studies are under way to determine 
from biopsy specimens or from cells in the vaginal 
smear whether or not radiation or surgery should 
be used (4) (6). Radiation therapy was not used 
by the gynecologist of 1905 as the first use of 
radium in the treatment of this disease was that 
of Margaret Cleaves (according to F. A. O’Brien 
(13)) of New York City in September, 1903. Ra- 
diation treatment has been improved steadily 
since its introduction until now it is nearly at a 
standstill. However, the introduction of radio- 
active cobalt in tube, needle, or threads and the 
use of radioactive gold and other isotopes is giving 
new scope to radiation methods. However, the 
only important basic changes in therapy since its 
beginning are the addition of x-ray treatment 
and the institution of more accurate methods of 
measuring dosage. The present use of the gamma 
roentgen measurement has supplanted measure- 
ment by milligram or millicurie hours or by 
erythema dose. The use of the dosage rate meter, 
capable of being introduced into the bladder or 
rectum during radium treatment, is a great addi- 
tion for by this means the number of gamma 
_ roentgens per minute can be accurately calcu- 
lated. A knowledge of physics is necessary for the 
roentgenologist and physicist to determine dosage 


in gamma roentgens and this makes them im 
portant members of the team treating cancer. 
The gynecologist with his knowledge of pelvic 
anatomy, surgery, and pelvic cancer, must also 
understand the principles of radiation if he hopes 
to continue in the role as captain of the team in 
charge of radiation treatment of cervical cancer. 
That the treatment is now a team endeavor is 
very clear; the gynecologist, radiologist, and 
physicist must work together. 

In the early years of the century surgery was 
the method of treatment, but the mortality of 9 to 
20 per cent was prohibitive. The advent of radia- 
tion therapy completely side-tracked further sur- 
gical consideration, except in a few Continental 
and English Clinics. The operation as then done 
was either the abdominal operation of Clark, 
Ries, or Wertheim, or the vaginal operation of 
Schauta. Competition was great between the 
vaginal and the abdominal method, but except 
for the lower mortality from the vaginal attack the 
abdominal method was far better for it allowed 
dissection and removal of lymph nodes. In the 
1905 volume of SuRGERY, GYNECOLOGY, AND Os- 
STETRICS Ries (26) and Sampson (29) both express 
the opinion that it might not be wise to combine 
the radical operation with node dissection as the 
mortality in the extended operation was too high 
and the cure of patients with positive nodes too 
low. At the present moment this same discussion 
is under careful consideration by modern gyne- 
cologic surgeons. However, the 5 year results in 
stage I are satisfactory in patients with positive 
nodes, but in stage II the results are poor. Recent 
work is very suggestive that radiation may de- 
stroy cancer in pelvic lymph nodes (7), a contro- 
versial subject in recent years. In these modern 
days, although surgical approach to the treatment 
of cancer is obviously a mutilating and a destruc- 
tive method, surgical mortality has been reduced 
to a minimum. The injuries to the ureter and the 
lack of normal function of the rectum and the 
bladder militate against the operation as being 
the ideal method. Treatment of cervical cancer 
with hormones, as in cancer of the prostate and 
the breast, has not shown any real promise so 
that the surgical and radiological approaches, 
crude as they are, remain the only methods at 
our disposal. Because of bladder and ureteral 
injuries and because of the extended removal 
operation advised in stages III and IV (1), 
knowledge of urologic surgery is of increasing 
importance to the gynecologic surgeon. Trans- 
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plantation of the ureter to the bowel or bladder is 
a piece of technique essential to the gynecologist. 
Methods of colostomy and résection of the in- 
testine must be a part of the technique of the 
modern gynecologist. 

The treatment of cancer of the endometrium 
is also changing as it has become obvious that 
the same nodes are involved in this cancer as in 
cancer of the cervix. The usual operation for this 
disease has not progressed since 1905 when total 
hysterectomy with removal of both tubes and 
ovaries was the operation. In our time the ques- 
tion as to the advisability of preoperative radium 
or x-ray therapy, or postoperative radium or 
x-ray therapy is much discussed. There are some 
who believe that radiation is not necessary or 
important (19). The time to operate after a 
radium application was always considered to be 
6 weeks after therapy. In recent years we have 
heen operating on endometrial cancer 5 days 
after radium treatment, whereas the proper time, 
according to changes in the vaginal smear fol- 
lowing radiation, indicates the fourteenth day 
after radium treatment and the twenty-first day 
after x-ray treatment (5). 

The treatment of cancer of the vulva has grad- 
ually changed to the one stage radical operation 
with removal of the superficial and deep in- 
guinal, obturator, and iliac nodes, and removal 
of the mons veneris. The operation can be staged 
into two or three operations, but most old people 
with vulval cancer will stand one-stage surgery 
well. Certainly the results of the radical operation 
are superior to the results of the smaller opera- 
tions of the early century operators. 

Cancer of the ovary remains our most difficult 
and most unsatisfactorily treated cancer and no 
significant advance in treatment has been made 
since 1905. The older gynecologists recognized 
that both ovaries were often involved, and their 
procedure, usually the correct one, was to remove 
them with the uterus, but more often than not the 
cervix was left in place. Sometime further ad- 
vances will be made in the diagnosis and treat- 
ment of this condition, just as in cancer of the 
cervix. The problem of the value of removing 
most of the diseased ovaries and radiating the 
areas left behind is still undecided. The area of 
tumor left behind should be radiated and the use 
of dura clips to demonstrate that area to the 
radiologist is of great and necessary importance. 
The omentum, so often involved in ovarian ex- 
tension, probably should be removed—even if 
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not involved at the time of operation. It has been 
advocated that the uterus should be left behind 
to be used as a nidus for radium, but this sug- 
gestion has not been generally adopted (12, 18). 

Cancer in situ of the cervix, recognized since 
Rubin’s description in 1910 (28), has become one 
of the great problems. While not known in the 
early part of the century, it is now so frequently 
recognized and probably so inadequately recog- 
nized as to become not only a great value to us 
but a great hazard. Unquestionably, cancer in 
situ which may or may not progress into invasive 
cancer must be more thoroughly studied by gen- 
eral and gynecological pathologists. Standards 
should be set so that all practicing gynecologists 
can interpret the laboratory reports. Certainly 
harm has been done by incorrect diagnoses and it 
remains for the changes in the cervical epithelium 
to be better and more carefully studied. 

New tests. There are many new tests of impor- 
tance that have been devised and that add to the 
modern gynecologist’s methods of diagnosis and 
treatment. Those of importance to us clinically 
are the pregnancy tests, the endometrial biopsy, 


‘endometrial suction, the Papanicolaou test for 


cancer, the use of the colposcope, the culdoscope, 
the Schiller iodine test, hysterosalpingography, 
and the Rubin test (uterotubal insufflation). 
There are even other tests that have made it 
easier for us to evaluate certain conditions and 
states present in the female. 

Discussion. Once again let me reiterate that this 
is a discussion of gynecology and not of obstetrics. 
Without doubt the two are allied but the gyne- 
cologist should never be allowed to forget the im- 
portance of surgical training. 

It must be evident to all gynecologists that cer- 
tain gynecologic problems have been solved and 
that there are many others that need further 
study and investigation. Gynecology has never 
been static and some of the greatest surgical ad- 
vances have come from the researches of the 
gynecologist. He must, however, be cognizant of 
the fact that in these days of the increasing scope 
of his surgery and the increasing importance of 
endocrinology and radiology, his specialty may 
be divided unless his training undertakes to 
provide basic training in more than diseases of 
women’s genital organs. The need for basic train- 
ing in the problems of general surgery and gen- 
eral endocrinology is great. How can the gyne- 
cologist with a short training in obstetrics and 
gynecology hope to cope with the problems of 
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radical surgery for cancer and more especially 
with ultraradical operations for cancer without 
the fundamental training of the general surgeon? 
It would seem that at least 2 years’ exposure to 
the methods of general abdominal surgical prob- 
lems would be not only advantageous but an 
absolute necessity before a gynecologist performs 
the radical cancer surgery necessary today. That 
the gynecologist of the first part of the century 
was so trained is clear from the discussions held 
at their meetings. Many of these men were gen- 
eral surgeons and they participated in discus- 
sions on gastric ulcer, gallbladder disease, breast 
disease, and even thyroid disease. They were 
among the great contributors to the problems of 
appendicitis. Specialization is very important, 
but such specialization must not lose sight of the 
fact that the competent abdominal or pelvic sur- 
geon must be acquainted and schooled in the 
treatment of any intra-abdominal lesion. Surely 
gynecologists well versed in radical operations for 
cancer of the cervix can do the various operations 
for cancer of the colon, rectum, and bladder 
equally as well as—and in some instances per- 
haps better than—the general surgeon, but such 
gynecologic surgeons have been exposed to gen- 
eral surgery as a part of their training. The plight 
of a gynecologist calling for a surgeon when he 
unexpectedly finds a cancer of the colon or rec- 
tum is humiliating. Each gynecologist should 
learn the techniques for, and surgical care of, 
such problems. Knowledge of the lymphatic 
channels and blood vessels of the pelvis, as the 
gynecologist should have when doing radical 
operations for cancer of the cervix, should make 
him eminently qualified to do any type of pelvic 
surgery. Blood vessel surgery and replacement of 
arteries with grafts should be part of the training 
of anyone undertaking radical pelvic surgery, as 
the problem of irreversible spasm of the external 
iliac artery and of other large vessels involved by 
cancer is always present. Repairs of the ureter, 
knowledge of its blood supply, and transplanta- 
tion of the ureter into the bladder or bowel must 
be part of his knowledge. It is not pleasant to 
hear of exenteration cases being done by gyne- 
cologists who must call in the urologist to do the 
ureterobowel anastomosis and a general surgeon 
to supervise the colostomy. The training of the 
modern gynecologist should make him inde- 
pendent and able to carry out any surgical 
maneuver that might arise in operations he 
undertakes. 


General endocrinology is in some measure in 
the hand of the medical services and undoubtedly 
the gynecologist must either learn general endo- 
crinology or have a general endocrinologist avail- 
able for consultation. The mere knowledge of 
estrin and progestin does not classify the gyne- 
cologist as an endocrinologist. More training 
along general lines is essential if the gynecolo- 
gist is to be a satisfactory physician to trust with 
an endocrinologic problem. 

So also is it important that more training be 
given in radiology and physics if the gynecologist 
is to carry out the modern radiation treatment 
of cervical cancer. No doubt he can still apply 
the radium more expertly than the radiologist, 
but knowledge of the dosage and the placement 
of his applicators is more important. The knowl- 
edge of gamma roentgen dosage and the physics 
of measurement must be mastered by the well 
trained gynecologist. 

Psychiatric medicine is, of course, important 
for the gynecologist but training in the subject 
may not be so important to the gynecologist as 
his instinctive knowledge that his patient should 
see a psychiatrist. Common sense and the ability 
to listen well to complaints will soon point out 
to the gynecologist that the problem is too much 
for him or that simple sound advice will suffice. 

The problem of obtaining such ideal training 
in view of the present qualifications for specialty 
recognition is a difficult one but certainly some 
workers who do not wish to do obstetrics could 
easily qualify for more extensive training in gyne- 
cology. Obstetrics is most important in the train- 
ing of the obstetrician-gynecologist, but if ob- 
stetrics is essential for the gynecologist, how 
much more important is training in surgery for 
the gynecologist confronted with a surgical prob- 
lem! It is true that medical gynecology and ob- 
stetrics are closely allied, but is it not more im- 
portant that the gynecologist doing a surgical 
operation should have all the instincts and knowl- 
edge of the trained surgeon? It may be that gyne- 
cologic surgery is different from abdominal sur- 
gery, but can anyone conceive of this being true? 
The difficulties encountered by the medical gyne- 
cologist are easy for the trained obstetrician, but: 
even if only 10 per cent of the gynecologic pa- 
tients require surgery, that 10 per cent is of the © 
utmost importance and surgical training must be 
a part of such a gynecologist’s training. If it is 
important that the gynecologist know obstetrics, 
how much more important that he know basic 


surgical concepts. If 2 years of surgical training 
were made essential as well as 6 months in gen- 
eral endocrinology and 6 months in radiology, 
plus 2 years in a gynecologic clinic, the young 
doctor would be much better equipped to carry 
out his specialty than he is today. The difficulty 
of obtaining such training is obvious. However, 
if this training were made an essential for the 
young gynecologist certainly all academic teach- 
ers would be most certain to provide it. It is easy 
to recommend certain training periods but it is 
difficult to obtain them. If, however, a demand 
were made for such training it is certain that 
medical schools and hospitals would soon make it 
available. It is simple to advise a certain ideal of 
training but it is difficult to obtain it. However, 
the important thing is to demand in 1955 that 
which is essential and necessary. Obstetric ex- 
perience is an excellent thing, but the young 
gynecologist who does not intend to do obstetrics 
and wishes to do gynecology alone could obtain 
sufficient knowledge of obstetrics in 6 months. 

Thus, it would seem from a study of the 50 
years under consideration that the gynecologist 
must have greater knowledge of the branches of 
surgery, endocrinology, and radiology if he is to 
do satisfactory clinical and investigative work. 
The gynecologist has a rare opportunity and he 
should be encouraged to become better trained 
in the important facets of his specialty. 
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A HALF CENTURY OF EFFORT TO CONTROL CANCER 


An Appraisal of the Problem and an Estimation 


of Accomploshments 


GEORGE T. PACK, M.D., F.A.C.S., and IRVING M. ARIEL, M.D., F.A.C.S., 


New York, New York 


TREATMENT OF TUMORS OF THE 
GENITOURINARY SYSTEM 


The treatment of tumors of the genitourinary 
system has been scientifically developed during 
the twentieth century. At the turn of the century 
the urologist was concerned chiefly with venereal 
diseases, treatment of urinary retention (either 
the result of prostatic hypertrophy or urethral 
stricture), stones, and endoscopic control of dis- 
eases of the bladder. In Prince Morrow’s “‘Sys- 
tem of Genito-Urinary Diseases, Syphilology and 
Dermatology,” published in 1893, the status of 
treatment of tumors at the termination of the 
past century is presented. Fear of intraperitoneal 
manipulation is evidenced by surgical entrance 
into the bladder by extraperitoneal routes. Hel- 
ferich (1888) advocated excision of the symphy- 
sis pubis and Langenbuch, also in 1888, practiced 
a subsymphysial incision after detaching the 
penile attachments. Entrance into the female 
bladder was gained by means of a colpocystot- 
omy. By 1891, Sir Henry Thompson reported 41 
benign bladder tumors and Francis S. Watson 
collected only 11 other benign tumors treated 
by operation by different surgeons. Death or re- 
currence invariably followed. 

Apparently only 4 resections for malignant 
bladder tumors had been attempted before 1893. 
One unusual case is the one for which Watson 
quotes Pawlik who performed a total cystectomy 
and transplanted the ureters into the vagina. 

Belfield, discussing treatment of prostatic can- 
cer, calls attention to pitfalls existent at that time 
(1891) which are as common today (1955), 
namely, that diagnosis is not made because of 
neglect to perform a rectal examination, or when 
it is performed the prostatic enlargement is con- 
sidered benign hypertrophy. His experience with 


therapy consisted of 10 prostatectomies, each 
unsuccessful. 

The discoveries of the latter nineteenth cen- 
tury paved the way for improvement in cancer 
therapy. The discovery of the cystoscope by 
Nitze in 1877 led the way, and there have been 
numerous modifications and improvements by 
Brown (1893) who first catheterized the ureters 
in a male, Kelly (1893) who first distended the 
bladder, Lewis (1903), McCarthy (1923), and 
more recently Ravich, Lowsley, Young, Braasch, 
and others. Hugh Young, in 1927, summarized 
these developments of endoscopy during the first 
quarter of the century in an article, ‘‘A Critique 
of Modern Cystoscopes.”’ 

The utilization of urologic roentgenology was 
first begun in 1896 when Chapuis and Chauvel 
first observed roentgenograms of renal calculi. 
Knowledge of the pharmacology of certain drugs 
(phenolphthalein, sodium iodide, diodrast, uro- 
selectan, and others) has resulted in the develop- 
ment of urography to a high degree of efficiency. 
Arteriography, which was first described by dos 
Santos, Lamas, and Caldas in 1929, is another 
valuable diagnostic procedure. A combination 
of cystoscopy, roentgenology, and renal function 
tests permits a precise diagnosis of most tumors. 


Renal Tumors 


Grawitz (1883) described a renal tumor which 
was believed to arise in adrenal rests within the 
kidney, and was named “‘hypernephroma” by ~ 
Lubarsch in 1894. Because of its uncertain histo- 
genesis and because of its morphologic charac- 
teristics, Ewing gave the name “clear cell tumor” 
to this neoplasm. 

Wilms (1899) described an adenomyosarcoma - 
of the kidney, which now frequently bears the 
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eponym “‘Wilms’ tumor.” The status of renal 
tumors at the turn of the century is described in 
detail in the classic book of Albarran and Im- 
bert, ““Tumeurs du Rein,” published in 1903. 
Rarer tumors are those which occur in the pelvis, 
only about 250 being reported to date. 

The poor results following nephrectomy for 
kidney tumors (15 per cent cures of 99 cases re- 
ported by Hyman in 1928), and the observation 
by Bothe (1926) that Wilms’ tumors were radio- 
sensitive has led to a technique of combining 
irradiation and surgical extirpation in the treat- 
ment of nephric neoplasms. This is attended by 
good results at the Children’s Hospital in Boston 
where nephrectomy is followed almost immedi- 
ately by radiation therapy. 

The observation by V. C. Hunt that kidney 
tumors may produce ureteral seedings prompted 
him to report upon better results obtained by a 
complete nephroureterectomy (1927). The de- 
velopment of the transperitoneal approach for 
kidney tumors and the more recent use of a com- 
bined thoracoabdominal incision (Mortensen 
and Chute and Soutter) permit excellent expo- 
sure for the atraumatic handling of the neoplas- 
tic kidney. The classification of renal tumors 
on histogenic criteria has been correlated with 
prognosis by Foot, Humphreys, and Whitmore 
(1951), and offers a workable classification for 
prognostication. 


Bladder Tumors 


Today bladder tumors are treated by two ap- 
proaches, the endoscopic and transperitoneal. 
When Nitze introduced the operating cystoscope 
in 1896, a method was available by which tumors 
could be snared and removed by cautery, and 
the bleeding points could be coagulated. Among 
Nitze’s 150 treated patients, there was 1 death 
and 20 recurrences. Further evolution in this 
method of treatment consisted of the use of the 
Oudin monopolar current (discovered in 1893) 
by Edwin Beer of New York in 1910; and in the 
same year Keyes, Jr. used the bipolar, high fre- 
quency current described by d’Arsonval in 1893. 
The different behavior of bladder tumors follow- 
ing these methods of treatment led Geraghty, in 
1915, to classify bladder tumors on the basis 
of cystoscopic observation into various catego- 
ries: benign papillomas, malignant papillomas, 
papillary carcinomas, infiltrating carcinomas. 

The high recurrence rate following electro- 
desiccations was largely responsible for the de- 


velopment of supplementary methods of irra- 
diation. Paschkis (1911), Pasteau and deGrais 
(1913), and Hugh Young (1917) introduced 
methods and techniques for introducing radium 
applicators into the bladder either through ordi- 
nary rubber catheters or by means of cystoscopic 
control. Good results were reported by various 
urologic surgeons including Scott, McKay, and 
Colston. However, the infiltrating tumors did 
not respond and methods were devised to extir- 
pate these neoplasms by partial cystectomy. 
Young, in 1930, introduced a transvesical meth- 
od of excising tumors of the posterior bladder 
wall, thus avoiding entrance into the peritoneal 
cavity. Early efforts at partial cystectomy and 
hemicystectomy as advocated by Squire resulted 
in a high postoperative mortality and a high re- 
currence rate for those who survived. Barringer 
(1915) developed the technique of interstitial 
radon seed implantation either cystoscopically 
or suprapubically, usually after destruction of 
the fungating tumor by cautery. This method 
was used in a great number of patients by Bar- 
ringer and Dean at the Memorial Hospital, New 
York. A recent review by Marshall of patients so 
treated revealed the net salvage rate to be ap- 
proximately 6 per cent. External roentgen irra- 
diation, either in the medium or supervoltage 
range, has not been gratifying. The technique of 
marsupializing the bladder and directly irradi- 
ating it was advanced by D. K. Rose in 1935, 
and the technique of introducing the Chaoul 
low voltage x-ray directly in contact with the 
exposed bladder tumor by Levine et al. (1939) 
offers another method of direct irradiation. 

The extension of surgical techniques and the 
development of methods for transplanting the 
ureters either into the bladder (Israel-1896, first 
successful transplantation into the bladder) or 
into the intestinal tract (Maydl-1894, first suc- 
cessful transplantation into the intestinal tract) 
with improvement of the technique by Coffey in 
1910, or directly to the outside, have led to a 
resurgence of attempts to perform radical cystec- 
tomies for bladder tumors. Marshall, Whitmore, 
and others are current proponents of this tech- 
nique and have extended it to the performance 
of pelvic exenteration (1949) in patients with 
extensive bladder cancer. 


Testicular Tumors 


Improvements in the treatment of testicular 
tumors have evolved along three parallel lines, 
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namely, (1) classification, (2) knowledge pertain- 
ing to the anatomic routes of dissemination, and 
(3) knowledge pertaining to degree of radio- 
sensitivity. 

Classification of testicular tumors. Wilms in 1896 
first described the teratomatous nature of testicu- 
lar tumors. Ten years later Chevassu, just out of 
medical school, published his thesis, ““Tumeurs 
du Testicule,” in which he made two great con- 
tributions: he recognized a separate group of 
tumors which he believed to be of germ cell 
origin and named them “seminoma,” and he 
described the retroperitoneal lymphatic drain- 
age from the testes and designed a radical opera- 
tive procedure for its extirpation. Ewing (1911), 
after a thorough study of pathologic specimens, 
believed that most tumors of the testes were of 
a teratoid nature, and with continued investiga- 
tion, in 1922, he proposed a classification based 
upon their origin from germ cells. Friedman and 


Moore, in 1946, contributed to a better under- 
standing of testicular tumors by outlining the 
sequential relationship of the two major types of 
germ cell tumors—those developing as teratomas 
(somatic) and those developing as chorioepithe- 
liomas (trophoblastic). The following classifica- 
tion is one prepared by Friedman in 1950: 


Teratoma 
(Somatic) 


Terato- 
genesis 


*“Embryonal” 
Carcinoma 
(Primitive 
Cell) 
Biphasic 
Potency 


Germi- 
noma 
(Germ 
cell) 


Chorioepi- 
thelioma 
(Tropho- 

blastic) 


The significance of hormone production by 
certain testicular tumors was first appreciated 
by Zondek in 1930 and thoroughly investigated 
by Hamburger in 1938. Friedman and Moore’s 
classification permits an understanding as to why 
certain embryonal carcinomas produce chorionic 
gonadotropin. Ferguson (1933), Hinman (1935), 
and Dean (1936) demonstrated that although 
many patients with testicular tumors do not ex- 
crete the hormone, its presence is of prognostic 
value, its disappearance after irradiation repre- 
sents tumor control, and its reappearance signi- 
fies renewed neoplastic activity. 

Surgical treatment of testicular tumors. At the turn 
of the century, tumors of the testes were treated 
solely by simple orchectomy. Chevassu, dis- 
pleased with the results so obtained, devised the 
radical lymphatic dissection in conjunction with — 
orchidectomy. This operation, described in 1910 
and modified by Hinman in 1914, has remained 
the operation of choice in the surgical manage- 
ment of testicular tumors. It is based on the fact 
that the lymphatic drainage of the testicle drains 
with the spermatic vessels through the inguinal 
canals into the retroperitoneal space. In associa- 
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tion with the study of the embryologic develop- 
ment of the testes, the investigations of Most 
(1899) and Cuneo (1901) demonstrated that the 
primary echelon of lymphatic drainage from the 
testes is to the lymph nodes about the aorta, in- 
ferior vena cava, and renal pedicle. Studies of 
necropsy material by Barringer (1941) and Low- 
ry et al. (1946) suggested that abundant inter- 
communication exists between both sides of the 
lumbar lymph chains and that early in the course 
of the disease, contralateral metastases occur. 
Cooper, Leadbetter, and Chute presented evi- 
dence that only early ipsilateral metastases ex- 
isted in this region, but when the primary eche- 
lon contains many metastases, collateral and 
retrograde dissemination occurred with involve- 
ment of the contralateral iliac and lumbar lym- 
phatics. Lewis (1948) has substantiated this 
premise and called attention to the rarity of 
metastases to the contralateral nodes in his 169 
radica! resections for testicular tumors. Metas- 
tases to the iliac lymph nodes can occur only 
when the epididymis is invaded by the tumor, 
because the epididymis, in contrast to the testes, 
drains to the inguinal region as demonstrated 
by Rouviere. 

Prior to the understanding of the testicular 
lymphatic drainage, Stinson (1897) and Villar 
(1902) advocated inguinal node dissection. J. B. 
Roberts published the first report of retroperi- 
toneal lymph node dissection for testicular tu- 
mors by transperitoneal approach (1902), but 
his patient died postoperatively from peritonitis. 
Gregoire (1908) published a report of an attempt 
to resect metastases from a testicular tumor 
through a retroperitoneal incision. The tumor 
was inoperable. Chevassu (1906) devised the ex- 
tended retroperitoneal node dissection and in 
1910 reported 2 successful en bloc resections. 
Hinman continued the operative attack upon 
testicular tumors and showed a marked improve- 
ment in the 5 year salvage rates over those ob- 
tained by simple orchectomy. Present efforts to 
improve results of the surgical treatment of this 
group of tumors consist of extending the opera- 
tion as described by Chevassu and Hinman. 
Chevassu (1933) recognized the inadequacy of 
his dissection about the renal pedicle and called 
this region “la zone crifique,” and in the same 
year Hinman stated that the dissection should be 
continued more proximally and devised opera- 
tions utilizing extended incisions. Cooper, Lead- 
better, and Chute (1950) utilized the thoracoab- 


Fic. 39. Illustrations depicting the technique of radical 
resection of the testicle combined with radical lymphad- 
enectomy. 


dominal approach for a complete retroperitoneal 
node dissection for metastases from the testes. 
Radiation therapy for testicular tumors. The obser- 
vation that certain testicular tumors are radio- 
sensitive has led to the practice of treating them, 
particularly seminomas, by a radical course of 
radiation therapy to the lymph node regions. 
Five year salvage rates of from 50 to 70 per cent 
can be obtained. Early attempts to take advan- 
tage of the skin-sparing effect and better depth 
dose distribution of supervoltage therapy has re- 
sulted in rather severe postirradiation sequelae. 


Prostatic Tumors 


Prostatic cancer is one of the most frequent 
cancers afflicting men, being exceeded only by 
cancer of the gastrointestinal tract and lung. It 
has been calculated by routine autopsy studies of 
prostates in men over 50 years of age that occult 
and possibly latent foci of carcinoma existed in 
from 14 to 46 per cent. Treatment, to be cura- 
tive, must be performed early in the course of 
the disease because of the propensity of prostatic 
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cancer to extend beyond the boundaries of the 
gland. Careful investigation by Kahler (1939) 
demonstrated that cancer may arise from any 
part of the gland, but the high incidence of can- 
cer in the posterior lobe and the extension of 
cancer in the perineural lymphatics account for 
metastases in the bony pelvis in a large number 
of patients. Colby (1953) painstakingly reviewed 
the surgical specimens and observed that the 
perineural extensions within the prostate appar- 
ently had no bearing upon the prognosis. How- 
ever, if extension -occurred into the seminal 
vesicles, the prognosis was worsened. Recent at- 
tempts at cellular diagnosis by needle aspiration 
have been reported but the results are unreliable. 
Albers, McDonald, and Thompson of the Mayo 
Clinic, in 1949, reported a study of secretions of 
100 patients with clinically benign prostatic hy- 
perplasias, in 3 of whom cancer cells were iden- 
tified; these findings were confirmed by paraffin 
study of resected specimens. 

Radical perineal prostatectomy, including the 
seminal vesicles and adjacent bladder neck, is 
the only method of curing this type of cancer. 
The operation described by Hugh Young in 1905 
has been universally accepted and is performed 
today as it was originally described 50 years ago. 
Previous efforts to excise prostatic cancer were 
partially successful. Billroth is credited with the 
first perineal prostatectomy for cancer, per- 
formed in 1867 through a median incision. 
Leisrink (1882), Zuckerkandl (1889), and Proust 
and Albarran (1901) all contributed to pro- 
static surgery and provided the framework for the 
operation described by Young. 

The delay of diagnosis results in that a few 
patients become candidates for the curative pro- 
cedure. From 1934 to 1938, only 190 radical 
perineal prostatectomies were performed among 
a total of 1,961 patients with prostatic cancer 
examined at the Brady Urologic Institute, Balti- 
more. More recent statistics from the same insti- 
tution (1938 to 1948) reveal that the incidence 
of resectability has increased to 17.8 per cent. 
This represents earlier diagnosis, resections for 
highly suspicious but not proved carcinomas, or 
increased indications for resectability. Colby 
(1953) also experienced an increased operability 
rate and for patients with advanced cancer per- 
forms abdominoperineal resection and a pelvic 
lymphadenectomy. His mortality is 5 per cent. 

Modifications of the perineal prostatectomy 
are the retropubic prostatectomy popularized by 
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Millin (1947); a modification of this, in which 
the bladder neck is sectioned vertically, being 
done by Creevy; and a recently described ischial 
prostatectomy practiced by Hennig (1952). 

Palliation for noncurable prostatic cancer at- 
tempts to accomplish two objectives: 

1. Relief of the urinary symptoms, especially 
obstruction. There is diagreement pertaining to 
the best method of accomplishing this. Some pre- 
fer suprapubic cystostomy because of their belief 
that transurethral resection stimulates growth of 
cancer and contributes to infection. Others favor 
the latter procedure. 

2. The control of general symptoms and re- 
tardation of further tumor growth. 

The earliest effects on the prostate of changes 
in hormonal environment stemmed from orch- 
ectomy. In 1836, Leroy D’Etoilles noted ‘‘com- 
plete disappearance of the prostate in patients 
who underwent bilateral orchiectomy during the 
treatment of hernia.” Civiale (1837), Gruber 
(1847), Bilharz (1859), and Pelican (1875) simi- 
larly noted reduction in the size of the prostate 
following orchectomy. Perhaps the first Ameri- 
can to perform castration for difficulty in mictu- 
rition was Tupper (1877) at Bay City, Michigan. 
In 1893, J. William White of Philadelphia sug- 
gested the removal of the testes for prostatic en- 
largement. He cited nondevelopment of the 
prostate in eunuchs and had performed success- 
ful experiments in dogs showing regression of the 
enlarged prostate following orchectomy. Micro- 
scopic studies showed disappearance of glandu- 
lar elements. He believed that tumorlike growth 
of the prostate was due to an excess of unused but 
continually stimulated energy. In 1895 White 
published clinical reports on 111 cases of double 
castration. Better results were seen after orchec- 
tomy, with improved micturition, than from 
prostatectomy at that time because of the high 
mortality of the latter. In 1938, Strohm used 
estrogens in advanced carcinoma of the prostate 
and obtained relief of pain. 

Kutscher and Wolbergs, in 1935, reported 
that normal prostatic tissue is very rich in the 
enzyme acid phosphatase. The Gutmans found 
the occurrence of elevated serum acid phospha- 
tase in patients with carcinoma of the prostate. — 
Concentration in vivo vas 500 to 2,500 units per 
gram of tissue. They found a high content of 
acid phosphatase in undifferentiated carcinoma 
of the prostate and also in its distant metastases. 
Invasion of the blood or lymph channels was 
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found to be accompanied by escape of phospha- 
tase into the circulation, with a consequent ele- 
vation of the blood serum acid phosphatase. 

In 1941, Charles Huggins made a significant 
advance in the management of cancer. He 
showed that prostatic carcinoma, which caused 
a marked elevation of serum acid phosphatase, 
was markedly affected by castration or the in- 
jection with estrogens. There was a marked re- 
duction in the level of this enzyme and sympto- 
matic improvement. Alkaline phosphatase rose 
following castration and then decreased more 
slowly than acid phosphatase. Huggins showed 
that it is possible for metastatic carcinoma of the 
prostate to be present in bones when the serum 
acid phosphatase is normal, but found that when 
the acid phosphatase levels were greater than 10 
units in 100 c.c., disseminated carcinoma of the 
prostate was present. Three patients with carci- 
noma of the prostate were treated with androgen 
injections and in all there was a sharp rise in 
serum acid phosphatase. The acid phosphatase 
did not readily cross membranes from the blood 
since it was present only in trace amounts in the 
cerebrospinal fluid and in the spermatocele fluid 
when simultaneously the blood serum level was 
high. Huggins concluded that prostatic carci- 
noma is influenced by androgen activity in the 
body and that the disseminated carcinoma is 
inhibited by diminishing the androgens by cas- 
tration or by the administration of estrogens. 
Carcinoma of the prostate is activated by the 
injection of androgens. He emphasized that 
variations in serum acid phosphatase following 
orchectomy may be due to an extragonadal 
source of androgen which varies in different in- 
dividuals. The adrenal gland was thought to be 
the source of this androgen. The administration 
of stilbesterol also produced a reduction of acid 
phosphatase level and clinical improvement. 
Herbst, in 1941, concluded that estradiol dipro- 
pionate and diethy] stilbesterol relieved pain due 
to local cancer or bony metastases. In 1941, 
Munger reported on irradiating the testicles of 
patients with carcinoma of the prostate. An im- 
portant report in 1950 by Nesbit and Baum sum- 
marized 1,818 cases of prostatic carcinoma 
studied by urologists throughout the country. 
The conclusion was that the best results with 
greatest prolongation of life could be expected bya 
combination of orchectomy and estrogen therapy. 

Huggins and Scott (1945) reported bilateral 
adrenalectomy for carcinoma of the prostate and 
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noted a marked reduction in 17 ketosteroids to 
less than 2 mgm. per day. They were able to 
keep several of their patients alive for several 
months at that time with the help of George 
Thorn, adrenocortical extract, and DOCA. 
Some clinical improvement was observed during 
the survival of several months. As a result of this 
work the extragonadal source of androgen was 
presumed to be the adrenal cortex because of the 
marked reduction observed after adrenalectomy. 

Huggins and Bergenstal (1952) reported on 
the benefits of total adrenalectomy for reacti- 
vated carcinoma of the prostate. Life could now 
be maintained by cortisone administration. 

Colston administers estrogens and performs an 
orchectomy for extensive primary prostatic can- 
cers, and he has observed shrinkage of the tumor, 
which permitted prostatectomy. Harrison et al. 
have also used this technique since often reacti- 
vation of the primary tumor after hormone ther- 
apy is the troublesome feature. 


Tumors of the Penis 


The knowledge pertaining to etiology, prophy- 
laxis, natural history, and effective measures of 
treating penile cancer has evolved during this 
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century. The recognition that Jews, who are cir- 
cumcized shortly after birth, practically never 
develop cancer of the penis presents a method of 
complete prophylaxis against this form of cancer. 
The reason that circumcision during boyhood or 
early manhood does not exert the same protec- 
tion remains enigmatic. A statistical study by 
Schrek (1947) pertaining to etiologic factors in 
carcinoma of the penis demonstrates the fact that 
poor hygiene is a causative factor. Demographic 
studies indicate that the highest incidence is 
found in Asia (Ngai-1933), particularly among 
the Chinese and among the Javanese of Indo- 
nesia. In Europe penile cancer accounts for 5 per 
cent of all male cancers and it is relatively rare 
in the United States. 

Knowledge of the lymphatics of the penis has 
been developed by Cuneo and Marcille (1901). 
Based upon this knowledge, Young (1931) de- 
vised an operation which consists of radical am- 
putation of the penis, including the dorsal lym- 
phatics, combined with bilateral inguinal and 
femoral lymphadenectomy. Hudson, Cason, 
and Scott (1948) presented the results of radical 
surgical extirpation. Six of 19 patients with 
proved metastatic carcinoma were well and ap- 
parently free of cancer more than 5 years. Vari- 
ous forms of local excisions and conservative am- 
putations have been advocated (Lenowitz and 
Graham, 1946; Zausner, 1948). Bassett (1952) 
reported on 78 patients with penile cancer from 
the Ellis Fischel Hospital. One-third of these pa- 
tients had proved metastases to the groin. Re- 
sults following the treatment of patients with 
metastases are uniformly poor. 

A number of studies have been presented 
throughout this century pertaining to irradiation 
for penile cancer (Barringer, 1924; Berven and 
Heyman, 1921-1947; Cade, 1931; Dean, 1926- 
1929-1935; and others). Irradiation appears in- 
ferior to surgery for treating this form of cancer. 
It is apparently for certain tumors of low grade 
malignancy. Its use for inguinal metastases is 
almost invariably unsuccessful. 


Adrenal Tumors 


Classification. Our knowledge of adrenal tumors 
presents a major advance. Based on their classi- 
fication, their effect upon the anatomy and 
physiology, methods of diagnosis, preoperative 
and postoperative care, and techniques for their 
extirpation have been developed. The morpho- 
logic classification has divided these tumors into 


those arising from the cortex and those arising 
from the medulla, the benign cortical adenomas 
being divided into functioning and nonfunction-. 
ing neoplasms. The tumors arising from the me- 
dulla are divided into the following four catego- 
ries: ganglioneuromas, pheochromocytomas, neu- 
roblastomas, and mixed types. Cahill (1941) has 
divided the functional cortical adenomas accord- 
ing to the type of hormonal alteration produced: 
(1) androgenic—speeds maturity in immature 
males or makes females masculine; (2) estrogenic 
—makes males effeminate; (3) those producing 
mixed sexual or other metabolic changes; and 
(4) those producing Cushing’s syndrome. Mc- 
Gavack (1940) has reported that cortical carci- 
nomas may also produce the hormonal alter- 
ations. 

Diagnosis. Diagnosis of the cortical tumors is 
established by the classical symptom complexes 
and measurement of the 17-ketosteroids of the 
urine (Johnson and Nesbit, 1947). Diagnosis of 
pheochromocytoma can be made by a variety 
of drugs, as follows: by histamine (Roth and 
Kvale, 1945) or etamon (LaDue et al., 1948) in 
patients whose blood pressures are normal be- 
tween hypertensive paroxysms; by the adreno- 
lytic drug, benodaine, or the adrenolytic and 
sympatholytic drug, regitine, in patients with 
persistent hypertension, which will reduce the 
blood pressure (1949, 1950). Knowledge of the 
behavior of neuroblastomas, described by Pepper 
and Hutchinson in the early years of this cen- 
tury, permits a diagnosis of this neoplasm. 

Treatment. The first successful removal of an 
adrenocortical tumor was performed by Holmes 
(1924). Charles Mayo (1927) removed what 
proved to be a pheochromocytoma, but was de- 
scribed by him to be a “retroperitoneal malig- 
nant blastoma.” Howard and Barker credit Pin- 
coffs and Shipley as the first to make a correct 
preoperative diagnosis and surgically remove a 
pheochromocytoma which had produced parox- 
ysmal hypertension. 

The treatment of neuroblastoma has been 
successfully developed by the physicians of the 
Children’s Hospital in Boston who combine sur- 
gical extirpation with radical postoperative ir- 
radiation. Various techniques have been de- 
veloped. The transverse abdominal incision is 
used for cortical adenomas by Lukens é¢ al. 
(1937). A recent review by Rapaport et al. (1952) 
indicates an operative mortality of 34 per cent. 
The operative mortality for resecting pheochro- 


Pack and Ariel: A HALF CENTURY OF EFFORT TO CONTROL CANCER 533 


mocytomas has been reported as 26 per cent by 
Graham (1951) who analyzed 207 cases, of 
which 125 were operated upon. An operative 
procedure described by Grimson, Emlet, and 
Hamblin (1951) employs a bilateral trans- 
thoracic and transdiaphragmatic exposure of 
the adrenal glands. 


BONE TUMORS 


Many of the advances in the treatment of bone 
tumors have been based upon the establishment 
of a classification with a subsequent better un- 
derstanding of the natural history of the various 
subgroups. Some of these include fibrous dys- 
plasia of bone first described in 1922 by Wieland 
and later enlarged by Albright (1937) to include 
dermal pigmentation and endocrine dysfunction 
with precocious puberty in females; osteoid 
osteoma, described by Jaffe in 1945; giant cell 
tumors of bone, first described by Sir Astley 
Cooper (1818) and studied extensively by 
Ewing, Mallory, and Stewart. The Hand- 
Schiiller-Christian syndrome (1915-1921), Let- 
terer (1924)-Siwe (1933) syndrome, and eosino- 
philic granulomas of bone described by Lichten- 
stein and Jaffe (1940) have been extensively 
investigated and are believed by some to repre- 
sent the same disease process. 

The production of osteogenic sarcoma by ir- 
radiation was stressed by Martland’s description 
(1931) of workers who ingested radium while 
painting clock dials. Cahan et al. (1948) reported 
an additional 11 instances of this sarcoma which 
occurred in sites irradiated years previously. 

Ewing’s sarcoma was recognized as a distinct 
entity and was shown to be very radiosensitive 
but not radiocurable. Reticulum cell sarcoma 
was identified as separate from Ewing’s sarcoma, 
and cures of this entity have been reported. 

Blood chemical methods were developed to 
give indices of bone tumor metabolism. Ex- 
tensive studies of serum alkaline phosphatase 
have been carried out by Woodard, who has 
correlated alterations in the serum phosphatase 
with bone tumors in various stages of activity. 

The effects of irradiation upon bone tumors 
and normal bones have been exhaustively in- 
vestigated, and the accomplishments and limita- 
tions of controlling neoplasms of the skeleton by 
radiation therapy have been established. The 
surgical treatment of bone tumors has become 
standardized. Evolving from the practice of local 
excision or caustic destruction of neoplasms, it 


was found that the nature of certain bone tumors 
necessitated the most massive and mutilating 
operative procedures. With understanding re- 
garding the behavior of many of the subvarie- 
ties, Phemister (1945) reverted to a more con- 
servative repair by massive bone grafts. The safe 
performance of some of the radical amputations 
has been a rather recent development. 


Interscapulothoracic Amputation 


Interscapulothoracic amputation is an opera- 
tion devised to remove the entire upper extrem- 
ity, the shoulder girdle, and its muscular attach- 
ments. The operation has been variously desig- 
nated as “removal of one-half of the shoulder 
girdle” by von Eiselsberg, “‘surgical removal of 
the breast girdle’? by Adelmann, and “‘extirpa- 
tion of the arm and shoulder” by Kocher, but it 
is the term “‘interscapulothoracic amputation” 
that the French surgeons, notably Berger, have 
employed which now enjoys popular usage. 

In the “Anatomy of the Human Body” by W. 
Cheselden, there is a note and illustration con- 
cerning the case of Samuel Wood, a miller, who 
in 1737 survived a traumatic amputation of an 
arm and scapula, caused by an entwined rope 
attached to the cogs of a mill wheel. Only slight 
shock was said to have followed this amputation 
by avulsion. The English surgeon, R. Cuming, 
has been generally accredited with having per- 
formed the first elective operation of this type, 
which was for a gunshot wound, although Hal- 
stead maintained that Larrey was the originator 
of the formal procedure as it is done today. Dixi 
Crosby, in 1836, was the first American surgeon 
to perform a successful extirpation of the shoul- 
der girdle for tumor. In 1837, Mussey of Han- 
over, New Hampshire did a scapulectomy fol- 
lowing a disarticulation of the humerus for sar- 
coma; the patient survived 30 years. 

Until 1881, i.e., before the era of antisepsis, 
there were 29 recorded interscapulothoracic am- 
putations for various indications with an opera- 
tive mortality of 38 per cent. The technique of 
the operation was standardized by Berger, and 
the classical procedure still bears his eponym; 
in 1887 he described all the previously published 
cases and added his own experience with the 
operation, for which his mortality rate was 10.4 
per cent. The most important article dealing 
with this subject in medical literature was writ- 
ten by Buchanan of Pittsburgh, who analyzed 
all the reported cases prior to the year 1900. At 
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that time the operation was so unusual as to be 
a surgical curiosity and surgeons were inclined 
to rush their individual case reports into press 
before their final end-results could be appreci- 
ated. Buchanan, by letter and consultation, 
secured most of the follow-up data on 141 inter- 
scapulothoracic amputations which were done 
prior to the year 1900. 

Indications. The indications for this operation 
may be enumerated as follows: 

1. Nonneoplastic conditions, such as extensive 
trauma with irreparable damage, gunshot 
wounds, tuberculosis, incurable osteomyelitis. 
These will not be discussed. 

2. Intractable pain caused by incurable tu- 
mors of the shoulder girdle even though metas- 
tases to the lungs are present. The purpose here 
is palliation only, getting rid of a cumbersome, 
painful, often suppurating extremity (Polosson, 
Jeanbrau). This indication is not so valid now 
that intolerable pain in the shoulder and arm 
can often be controlled by such measures as cer- 
vical chordotomy and posterior rhizotomy. 

3. All malignant tumors requiring disarticula- 
tion of the humerus at the shoulder. The more 
major procedure in our experience does not re- 
quire the penalty of a higher operative mor- 
tality. The deformity is greater but suitable 
prosthetic appliances are available and any good 
tailor can reconstruct the shoulder of a coat. The 
shoulder without the arm is practically useless. 
There can be no argument about the greater 
freedom from local recurrence which inter- 
scapulothoracic amputation affords. 

4. Many bone sarcomas proximal to the el- 
bow. Periosteal sarcomas, sclerosing osteosar- 
comas and others of low grade malignancy, those 
well confined to the bone, and those involving 
the lower half of the humerus may be treated by 
more conservative amputations at the discretion 
and experience of the operator. However, the 
majority: of the other bone sarcomas, particu- 
larly those involving the upper end of the hu- 
merus, those extending upward through the 
entire medullary cavity, and those which have 
extended beyond the confines of the bone to in- 
filtrate the surrounding normal tissues are more 
suitable for interscapulothoracic amputation. 

5. The rule of Halstead and Corner that the 
amputation should be performed above the 
proximal attachments of the muscles which pass 
over it. Although this is a good fundamental 
principle, it is perhaps too radical to be all- 


inclusive, because some neurosarcomas and 
osteosarcomas of low grade malignancy may be 
treated more conservatively. 

6. All malignant tumors invading the shoulder 
joint capsule. 

7. Infiltrating malignant tumors involving the 
deltoid, subscapularis, and pectoral muscles, 
This rule applies invariably to the unencapsu- 
lated neurosarcomas, rhabdomyosarcomas, and 
fibrosarcomas, but exceptions are admitted in 
the case of liposarcomas and the occasional 
lymphosarcomas which extend beyond the 
lymph nodes to involve the surrounding soft 
tissues. In the case of the latter two tumors, 
preliminary radiation therapy or even irradia- 
tion alone is the procedure of choice. Encapsu- 
lated neurosarcomas, liposarcomas, or rhabdo- 
myosarcomas may be successfully treated in 
some instances by radical dissection of the mus- 
cle groups containing these tumors with preser- 
vation of the extremity. 

8. Inoperable axillary tumors adherent to the 
blood vessels, brachial plexus, shoulder joint and 
muscles, which permit no attempts at local ex- 
cision, however radical. 

9. Sarcomas of the clavicle or scapula. Inter- 
scapulothoracic amputation is indicated for these 
tumors only when their location is so intimate to 
the shoulder joint that partial or complete 
scapulectomy or resection of the clavicle would 
not be possible or feasible, and especially if the 
arm is useless and painful. The entire scapula 
may safely be removed without too great dis- 
ability and with preservation of the arm, if it is 
involved by chondrosarcoma or osteosarcoma of 
low grade malignancy. 

10. Relatively benign tumors causing symp- 
toms and disability because of their size and lo- 
cation, e.g., certain huge chondromas develop- 
ing in the neighborhood of the shoulder joint. 


Hip Joint Disar iculation 


Amputation 1 1rough the hip joint is an opera- 
tion that even now is not undertaken lightly. In 
the early years of the last century, when sepsis 
attacked most every wound and anesthesia was 
unknown, it must have demanded more than 
ordinary courage for both the surgeon and pa- 
tient. Amputation through the hip joint was first - 
successfully performed by Walter Brachear of 
Bardstown, Kentucky, in August, 1806, for a 
comminuted, compound, multiple fracture of 
the femur in a 17 year old mulatto slave boy. A 


A 
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midthigh amputation was carried out, at which 
time the major vessels were ligated. The bone 
was then exposed up to the head of the femur on 
the outer aspect of the thigh and the head of the 
femur was disarticulated—all of this without 
anesthesia or antiseptics. Brachear never pub- 
lished an account of his operation. 

The earliest recorded instance of a well con- 
ceived surgical amputation through the hip 
joint was made by Sir Astley Cooper. The opera- 
tion was performed at Guy’s Hospital on Janu- 
ary 16, 1824. The patient was a 40 year old 
white male whose limb had been amputated just 
above the knee some years before. The femur 
had “become diseased from the extremity of the 
stump to the trochanter major.” The actual re- 
moval of the limb took 20 minutes, and the liga- 
tion of the major vessels and application of a 
dressing 15 minutes more. The patient became 
faint during the operation but revived on the 
administration of wine and the admission of 
fresh air. He bore the operation with extraor- 
dinary fortitude. After it was completed, he said 
to Sir Astley Cooper that it was the hardest day’s 
work he had ever gone through, to which Sir 
Astley replied that it, too, was almost the hardest 
he had ever experienced. The final note is as 
follows: “August, 1825: This patient perfectly 


recovered, and is now living at the country res- 
idence of Sir Astley Cooper.” (Eckhoff.) 

Many of the early hip joint disarticulations 
were performed by such famous surgeons as Bill- 
roth, Trendelenberg, McBurney, Wyeth, Senn, 
and Halstead. 


Disarticulation of the Innominate Bone 
(Hemipelvectomy) 


An excellent review of the historical develop- 
ment of this operative procedure from the first 
attempt by Billroth in 1891 is presented by 
Gordon-Taylor and Wiles. Following Billroth’s 
experience, several unsuccessful attempts were 
made, and in 1895 Girard performed the first 
successful resection. Pringle in 1916 presented 
his experience with 4 cases. In 1935 Gordon- 
Taylor and Wiles recorded 5 instances in which 
transiliac resections were performed, and in 1946 
Gordon-Taylor and Patey presented the records 
of 21 personal cases (the largest series reported) 
and reviewed the literature to that year. Morton 
introduced the procedure to America. 

Indications for hemipelvectomy. Hemipelvectomy 
is indicated for those neoplasms which involve 


the hip joint, pelvic parietes, or soft tissues of the 
iliac region which cannot be surgically extir- 
pated by more conservative methods. The fol- 
lowing tabulation classifies the various diseases 
for which this procedure may be indicated. 

1. Primary malignant neoplasms of the in- 
nominate bone, such as osteogenic sarcoma and 
periosteal fibrosarcoma. 

2. Primary malignant neoplasms of the femur 
which have invaded the hip joint. 

3. Cancer of the soft somatic tissues of the 
upper thigh, inguinal region, or buttock which 
have invaded the hip joint or extended through 
the obturator foramen to involve the pelvic 
parietes. 

4. Metastases to the iliac region which have 
infiltrated the hip joint, the pelvic parietes, or 
which, because of local extension, have pre- 
cluded extirpation of the disease by less radical 
procedures such as radical groin dissection. In 
this group are included: 

a. Metastases from primary epidermoid car- 
cinomas or sarcomas of the lower extremity. 

b. Metastases from malignant melanoma 
which cannot be treated by hip joint disarticula- 
tion or radical groin dissection. 

c. Metastases from carcinoma of the penis or 
rectum in certain selected cases. 

d. Metastases from distant primary tumors, 
as kidney carcinoma or thyroid carcinoma. 

In all instances in which the resection is per- 
formed for metastases, the primary neoplasm 
must be controlled or controllable. 

5. Certain massive benign tumors of the in- 
nominate bone, as chondroma, osteochondroma, 
or tumors of the somatic tissue of the pelvic area 
(neurofibroma), if they cannot be resected ade- 
quately by other less radical procedures. 

6. For palliation in certain instances of gen- 
eralized metastases: melanoma, Kaposi’s hemor- 
rhagic sarcoma, spindle cell sarcoma in which a 
lesion of the groin produces a bulky infected and 
painful mass which cannot be controlled by any 
other modality. 

The evolution of prostheses and the education 
of amputees have recently developed to a high 
degree as a result of World War II. Kessler has 
been a most active student of this form of re- 
habilitation. 


SARCOMAS OF THE SOFT SOMATIC TISSUES 


Methods for treating sarcomas of the soft 
somatic tissues have been modified because of 
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increased knowledge of the natural history of the 
various tumors which comprise this group. A 
classification based on histogenesis has resulted 
in an orientation regarding the nosology of this 
group of tumors. At the turn of the century most 
of these neoplasms were designated by the 
generic term “sarcoma” or by some nondescript 
descriptive adjective such as “spindle cell sar- 
coma.” Treatment under these circumstances 
was hampered by lack of knowledge pertaining 
to the behavior patterns of these specific tumor 
types which determine the methodology adopt- 
ed to attempt a cure. The improvement in the 
pathologist’s ability to diagnose the various sub- 
groups of these neoplasms has afforded the sur- 
geon not only indications for the extent of re- 
sectability but also data for prognostication (see 
classification). 

Features pertaining to the natural history of 
soft somatic tissue tumors which affect treatment 
include the question of whether a benign somatic 
tumor ever becomes malignant. Certain benign 
tumors do become malignant on occasion. Dif- 
fuse fibromas unencapsulated and incompletely 
excised have repeatedly recurred with increasing 
cellularity and anaplasia, until finally their in- 
vasive properties qualify them as malignant 
growths or fibrosarcomas. Desmoid tumors of 
the abdominal wall diagnosed clinically and 
histologically as benign have recurred repeat- 
edly (especially with subsequent pregnancies) 
and have even metastasized diffusely throughout 
the abdominal viscera. In neurofibromatosis or 
von Recklinghausen’s disease of the peripheral 
nerves, at least 10 per cent of the patients develop 
malignant nerve tumors. These sarcomas are of 
low grade malignancy and the cure rate is quite 
high. In a group of several thousand angiomas 
(hemangiomas and lymphangiomas), only 3 in- 
stances are recorded in which angiosarcomas 
(malignant angioendotheliomas) developed from 
pre-existing benign angiomatous neoplasms 
after intervals of 4, 12, and even 18 years. 

The benign giant cell tumor of the tendon 
sheath and the hypertrophic synovial tumorlike 
aborescence which occurs around the joints are 
not known to become malignant, but instances 
of malignant synovioma arising from apparently 
benign, solid, encapsulated synovial tumors have 
been observed. The answer to the controversial 
question whether a lipoma ever becomes a lipo- 
sarcoma may be answered in the affirmative. 
This complication must be extraordinarily in- 


frequent when we consider the rarity of lipo- 
sarcomas and the well known frequency of 
lipomas. A xanthomatous, myxomatous, or de- 
generative change may occur in these lipomas, 
and in this portion of the tumors liposarcomas 
have arisen, metastasized, and caused death. 


Surgical Dissection of Sarcomas of Soft 
Somatic Tissues 


The choice between radical surgical dissection 
and amputation for sarcoma depends on in- 
numerable factors, such as the histogenesis, the 
degree of malignancy, the regional location, the 
fixity or mobility, the primary or recurrent 
status, the presence of regional and distant 
metastases, and, most important perhaps, the 
experience and judgment of the operator. 

Many sarcomas are spherical, oval, encapsu- 
lated, or pseudoencapsulated, and the tempta- 
tion simply to enucleate them is great; the ease 
with which such tumors can be shelled out and 
their apparent complete localization gives the 
surgeon a false sense of security. In the com- 
promise of selecting local removal instead of 
amputation for these malignant tumors, the sur- 
geon should not relax his vigilance in accepting 
simple enucleation as an easy substitute for the 
always essential radical dissection. The entire 
group of muscles involved by, or encompassing, 
the sarcoma from their origins to their insertions 
must be removed in certain instances. This pre- 
caution is especially warranted in the case of the 
rhabdomyosarcomas and intermuscular liposar- 
comas. If the sarcoma is on the extremities, the 
order of the dissection is from above downward, 
i.e., disengaging the superior limits of the tissue 
dissection first. If the sarcoma is situated near 
the attachments of muscle or fascia to bone, we 
invariably remove the periosteum at this site and 
in some instances chisel away the cortex of bone. 
In these radical local removals, ruthless removal 
of adherent or implicated arteries and nerves is 
practiced. In the case of sarcomas of an ex- 
tremity, partial loss of function is not too great a 
price to pay in lieu of amputation, for the pres- 
ervation of the limb in the treatment of an 
otherwise lethal disease. 

Sarcomas of the chest wall should be attacked 
most aggressively at the initial attempt in an all- - 
out effort to cure, inasmuch as one cannot resort 
to amputation if recurrence develops. Because 
of adherence to the ribs or intercostal extension 
of the sarcoma, radical removal of large segments 
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CLASSIFICATION OF SOFT PART SOMATIC TUMORS* 


Type of Tissue 
1. Fibrous tissue 


. Undifferentiated mesenchyme...... 
. Heterotopic bone and cartilage 
. Adipose tissue 


. Blood and lymph vessels 


. Lymphatic and reticuloendothelial 


. Synovial mesothelium 


. Smooth muscle 


. Striated muscle 


Benign Tumors 


a. Fibroma 

b. Keloid 

c. Dupuytren’s contracture 

d. Peyronie’s disease of penis 

e. Desmoid tumor of abdominal wall 
(desmoma) 

f. Progressive fibrosing myositis (Meyen- 
burg’s disease) 

g. Dermatofibrosarcoma protuberans 


a. Myxoma 
b. Mesenchymoma 


a. Myositis ossificans 


a. Lipoma (solitary and multiple) 
b. Congenital diffuse lipomatosis 


a. Hemangioma 

b. Systemic angiomatosis 

c. Rendu-Osler-Weber’s disease 
d. Neuroangiomatous syndromes 
e. Lymphangioma 

f. Cystic hygroma 

g. Glomus tumor 

h. Hemangiopericytoma 


? 


a. Giant cell tumor of tendon sheath 

b. Synovial xanthoma 

c. Hypertrophic arborescent synovioma of 
joints 

a. Leiomyoma 

b. Dermatoleiomyoma 


a. Rhabdomyoma 
b. Granular cell myoblastoma 


a. Neurofibroma 
b. Neurofibromatosis (von Reckling- 
hausen’s disease) 
c. Schwannoma (neurilemoma or peri- 
neurial fibroblastoma) 
d. Ganglioneuroma 
e. Paraganglioma (benign) 
1. Carotid body tumor 
2. Pheochromocytoma 
3. Carcinoid tumor? 


Malignant Tumors 


. Fibrosarcoma 
. Dermatofibrosarcoma protuberans 


. Myxoma 
. Mixed cell sarcoma (mesenchymoma) 


. Osteogenic sarcoma 
. Chondrosarcoma 


. Liposarcoma 


. Angiosarcoma 

. Lymphangiosarcoma 

. Angioendothelioma 

. Kaposi’s idiopathic sarcoma 
. Granulation cell sarcoma 

. Hemangiopericytoma 


. Malignant lymphocytoma 
. Reticulum cell sarcoma 
. Brill-Symmer’s disease (giant follicular 


lymphoma) 


. Mycosis fungoides 
. Plasmocytoma 
. Hodgkin’s disease 


Malignant synovioma (synovial sar- 
coma) 


. Leiomyosarcoma 
. Rhabdomyosarcoma 


. Malignant schwannoma 
. Neurosarcoma 


. Neurocytoma 


. Paraganglioma (malignant) 


1. Carotid body tumor 
2. Pheochromocytoma 
3. Carcinoid tumor 


*This classification is modified from the working table adopted by the Panel on Soft Part Sarcomas, (Chairman: Arthur Purdy Stout) 
National Cancer Conference, Memphis, Tennessee, 1949. It is presented here because the nosology represents a major advance in the 


therapy of these neoplasms. 


of the thoracic bone cage is occasionally neces- 
sary, but the resultant wound can be closed by 
thoracoplastic measures. Rib resections, sliding 
skin flaps, transposed muscle groups, free fascial 
transplants, and metallic mesh inserts can close 
the surgical defects. The same technical difficul- 
ties are encountered in the surgical treatment of 
sarcomas of the abdominal wall. The surgical 
excision of some sarcomas of the abdominal 
parietes is a formidable undertaking, requiring 


the sacrifice of large muscle groups and fascial 
planes; in many patients the entire thickness of 
the abdominal wall must be excised and the 
problems of wound closure are troublesome. The 
retroperitoneal tumors are usually neurogenic 
or lipogenic (schwannoma, ganglioneuroma, 
lipoma, liposarcoma) and may assume bulky 
proportions before evoking symptoms leading to 
their discovery. The technical difficulties in their 
removal are usually surmountable, although at 
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times a repair or even excision of the inferior 
vena cava is necessary. The proclivity of these 
retroperitoneal tumors to recur locally is well 
known. The intrathoracic schwannomas, ganglio- 
neuromas, and lipomas are generally located 
in the posterior mediastinum; their surgical re- 
moval is a comparatively easy feat. Excluding 
lymphomas, the most frequently encountered 
tumor in the anterior mediastinum is the der- 
moid inclusion cyst. 

As an adjunct to local surgical removal, the 
possible value of radiation therapy must always 
be considered. Instances wherein technically in- 
operable sarcomas have become resectable and 
curable through the agency of preoperative ir- 
radiation have been described. In other patients 
the judicious use of combined surgical and radia- 
tion treatment has permitted a radical surgical 
dissection to be done instead of an amputation 
of an extremity. The therapist making these 
decisions should have some knowledge of the 
radiosensitivity of various sarcomas and of the 
fundamental principles of irradiation. 

Sarcomas of the soft somatic tissues do metastasize to 
the regional lymph nodes. One of the fixed ideas 
which have wrongly persisted about the behav- 
ior of cancer is the opinion that sarcomas me- 
tastasize solely through the blood vascular sys- 
tem and carcinomas metastasize via the lympha- 
tics. Regional dissection and microscopic study 
of nodal masses have sometimes shown lymph 
nodes partly or wholly replaced by metastatic 
sarcoma. The three varieties of malignant 
mesenchymal tumors which more commonly 
metastasize to regional lymph nodes (seldom 
higher than 20 per cent) are rhabdomyosar- 
coma, malignant synovioma, and spindle cell 
sarcoma of undetermined histogenesis. The ac- 
ceptance of this fact and the anticipation of this 
occasional occurrence now exert a definite in- 
fluence in planning the scope and technique of 
surgical treatment. It furnishes the indications 
and the logic for the operation of excision and 
dissection in continuity for primary tumors and 
metastases to regional lymph nodes. 

Principles of amputation for sarcoma of the ex- 
tremities. In each individual case, there is a con- 
stant battle of judgment between the wisdom of 
the more radical amputation and the need for 
preservation of an important functional part. So 
many factors interplay here, such as the regional 
involvement of the tumor, its primary or recur- 
rent status, histogenesis, degree of malignancy, 


and encapsulation or infiltrative method of 
growth, that no set formulary for management 
can be established. Experience will continue to 
influence the operator in every circumstance. 

The upper levels of severance must be high if 
not extreme. The general rule of amputation 
above the level of origin of the muscle groups 
involved by the sarcoma is a good principle to 
observe. Arguments supporting this thesis may 
be adumbrated in the following summary: 

1. The rhabdomyosarcomas may be multi- 
centric, and impalpable nodules may exist in su- 
perior segments of the muscle and be discovered 
later if the muscle is not entirely removed. 

2. Many sarcomas extend imperceptibly high 
along the muscular and fascial planes. 

3. The diffuse fascial fibrosarcomas certainly 
must be removed above the level of the fascial 
attachment to bone. Even to leave the periosteal 
base at this site increases the hazard of recur- 
rence. 

4. Malignant neurilemmomas of the extremi- 
ties extend high along the nerve sheaths and 
with coexistent moniliform beading of the nerve 
trunks commonly seen in the peripheral mani- 
festations of von Recklinghausen’s disease it is 
difficult at the operating table to be certain of 
the safe level of amputation. 

5. Invasion of bone (as distinct from pressure 
atrophy and necrosis) may result in subperios- 
teal and intramedullary extension of the sar- 
coma superiorly and inferiorly; therefore ampu- 
tation should be through or above the joint with 
which the affected bone articulation is indicated. 

If the sarcoma involves the elbow or necessi- 
tates removal of the elbow, leaving only a stump 
of the upper arm, the conventional midhumeral 
amputation or shoulder joint disarticulation 
should be abandoned, usually in favor of the 
safer, more radical, and equally crippling inter- 
scapulothoracic amputation. The arguments for 
this conclusion are: the frequency with which 
certain malignant tumors of the soft tissues 
metastasize to the axillary lymph nodes, the 
tendency of certain sarcomas (notably the 
fascial, or fibrosarcomas and neurosarcomas) to 
extend centripetally upward along the fascial - 
planes or nerve sheaths, and, finally, the admis- 
sion of a small advantage in possessing the stump 
of the upper arm and shoulder other than the 
cosmetic one of serving as a coathanger. An arti- 
ficial limb of this type cannot be appended with 
good function other than to hook and carry. The 
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operation of humeral disarticulation should be 
deleted from the category of cancer surgery; 
there is no circumstance in which the inter- 
scapulothoracic amputation for tumors of the 
upper extremity is not a better operation. 

In the case of the lower extremity, the various 
features of the sarcoma and its treztment should 
be weighed with care. More iuportance is given 
to the conservation of the upper thigh, because 
even a small stump will permit the comfortable 
wearing of an artificial limb. The ability to walk 
with a prosthetic extremity is an advantage over 
hip joint disarticulation, although even after this 
latter operation some proud patients will persist 
in wearing a cumbersome artificial leg. 

The 5 year cure rates which have been ob- 
tained for the different sarcomas of the ‘soft so- 
matic tissues are reported from the Memorial 
Hospital Series: 


Type of Tumor 


Malignant neurilemmoma 
Liposarcoma 

Rhabdomyosarcoma 
Fibrosarcoma 

Synovioma 

Angiosarcoma 
Dermatofibrosarcoma protuberans 
Sarcoma of undetermined origin 


CHANGING ASPECT OF CANCER MORTALITY AND 
CURABILITY: MORTALITY TRENDS BY SITE 
OF CANCER 
Skin 

Between 1900 and 1910, there was a sharp in- 
crease in mortality from cancer of the skin (2.1 
to 2.7 per 100,000). After that the rate leveled 


off and began to decline steadily, so that by 1950 
it was 2.3. 


Buccal Cavity and Pharynx 


Mortality from cancer of the buccal cavity 
and pharynx has followed a trend similar to 
that of cancer of the skin. The rate in 1950 was 
3.4 per 100,000. It accounts for about 3 per cent 
of all cancer deaths. 


Digestive System 


Deaths from cancer of the digestive system, 
breast, and female genital organs account for 
two-thirds of all cancer deaths. Cancer of the 
digestive tract alone is responsible for 45 per cent 
of all deaths from cancer. The death rate per 
100,000 population for cancer of the digestive 


system has risen from 28.3 in 1900 to 57.5 in 
1945 and 54.4 in 1950. However, during the past 
20 years there has been an apparent leveling off 
of death rates in this group with, in fact, a 15 per 
cent decline in the mortality for females. It is 
probable that the apparent leveling off in the 
death rates from cancer of this system is due to 
changes in diagnosis and methods of reporting 
deaths rather than to an actual decrease in inci- 
dence of this type of cancer, because the im- 
proved rate for the entire system has been due to 
a decline in death rates for cancer of the stomach 
(20.2 in 1920 to 18.8 in 1945 and 16.2 in 1950) 
and for cancer of the liver and biliary passages 
(9.9 in 1920 to 8.0 in 1945)—cancers which 
carry the least favorable prognosis. During these 
same years the mortality rates from cancer of the 
rectum and anus and of the intestines—more 
favorable cancers—have almost doubled (3.2 to 
6.8 for rectum and anus, and 7.2 to 15.4 for in- 
testines). 


Breast and Female Genital Organs 


Cancer of these organs accounts for 50 of every 
100 cancers in the female. Even though these 
sites are relatively accessible and carry a favor- 
able prognosis if treated in early stages, there 
has been no improvement in the mortality rates. 

Death rates from cancer of the breast have 
shown a steady increase, from 5.1 per 100,000 in 
1900 to 12.3 per 100,000 population in 1945. 
Since the incidence of breast cancer in men is 
very low, a better indication of mortality can be 
gleaned from an examination of the death rate 
per 100,000 females in the population. Thus, for 
1930 the rate was 18.5; for 1940 23.3; and for 
1945, 24.2. However, the rate of increase is slow- 
ing down and there are some indications that 
the peak in mortality may have been reached. 

Cancer of the female genital organs has main- 
tained a rather level mortality rate during the 
past 25 years. Cancer of the uterus, by far the 
greatest cause of death in this group, had a 
death rate of 24.1 per 100,000 females in 1930 
and 24.7 in 1945. In 1900, the mortality rate for 
cancer of all the female genital organs was 16 
per 100,000 females; in 1930 it was 28, and in 
1945, 32. 


Lymphoma 


Deaths from leukemia and Hodgkin’s disease 
have been listed variously in the vital statistics 
reports since 1900. However, a definite rise in 
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TABLE I.—CANCER CURES—PAST AND PRESENT 


Steiner 
Rebort of Ewing (1940) - (1953) 
Possible Possible 
cures cures 
Rate of Five Year under under 
selected cures ideal Present ideal 
cases average conditions cures conditions 
(per (per (per (per 
Organ cent) cent) cent) cent) 
Stomach 5 6 
Intestine and rectum 10 15 
1 5 
40 20 
35 50 
2 
15 
85 


the death rate from leukemia became obvious 
after 1930, and by 1945 it was 75 per cent higher 
than the 1930 rate. The mortality rate in 1950 
was 5.8. The rate for males is about one-third 
higher than for females. The death rate for 
Hodgkin’s disease has doubled since 1921 and is 
still increasing. The total death rate from the two 
diseases is only about 5 per cent of the total death 
rate from all cancers. 


Respiratory System 


Cancer of this system shows the largest relative 
increase in mortality rates of all the major sys- 
tems. It was reported very rarely during the 
early years of this century, but has increased so 
rapidly that it now accounts for about 10 per 
cent of all deaths from cancer. In 1930 the re- 
ported death rate for all cancers of the respira- 
tory system was 3.2 per 100,000 population and 
in 1950 it was approximately 14 per 100,000. 
The death rate for cancer of the respiratory sys- 
tem is about four times higher in men than in 
women. Cancer of the lung accounts for more 
than 50 per cent of the deaths in this category. 
In 1940 the rate was 4.1 and by 1945 it had risen 
to 5.8. There is agreement that many more lung 
cancers are now being correctly diagnosed, but 
not early enough to be apparently benefited by 
treatment. 

The larynx is the other major site of cancer of 
the respiratory system, but the mortality has 


increased less rapidly than that from cancer of 
the lung (0.6 per 100,000 in 1920 to 1.2 in 1950). 
The mortality rate for cancer of the larynx in 
men is about ten times that in women. 


CURE RATE TRENDS 


Table I presents the alterations in cure rates 
according to the location of the cancer. A def- 
inite improvement is noted for some cancers, 
e.g., those of the breast and lung, whereas for 
others there is no apparent improvement. The 
possible cures under the most ideal conditions 
as estimated by Ewing in 1940 have been reached 
and exceeded for cancers of the stomach, in- 
testine and rectum, esophagus, and other organs. 
There has been a decided net gain. 


AppENDUM.—The authors have not included in this 
review the important subject of tumors of the central 
nervous system because their limited experience in this 
field renders them incapable of presenting it ade- 
quately. 

We express our appreciation to those physicians who 
kindly presented, in answer to our queries, those con- 
tributions to the cancer problem which they con- 
sidered of paramount importance and which data 
were incorporated into this review. 

We acknowledge particularly the liberal use of cer- 
tain reviews which include the following: Cancer 
chemotherapy—Alfred Gellhorn, Logan Jones, and 
David Karnofsky; cancer research—Jacob Furth; oc- 
cupational and environmental cancer—W. C. Hueper; 
organization of cancer societies—Charles Cameron 
and Brewster Miller; roentgen therapy—George E. 
Pfahler; radiation dosimetry—Edith Quimby; history 
of irradiation—Otto Glasser; cancer of the head and 
neck—Hayes Martin; thyroid—Thomas McGavack; 
breast cancer—Edward F. Lewison and Cushman 
Haagensen; lung cancer—Evarts Graham; cancer of 
esophagus and stomach—Owen Wangensteen; cancer 
of colon and rectum—Leland McKittrick, Robert 
Grinnell, Cuthbert Dukes, and Robert Turell; cancer 
of the pancreas—Richard Cattell and Kenneth War- 
ren; carcinoma of cervix in situ—Howard C. Taylor, 
Jr.; cancer of the female genital tract—Stanley Way, 


ErratuM.—Figure 6 a and b in Part I of this review 
appearing in the — issue should have been credited 
to Margaret R. Murray and Arthur Purdy Stout. 
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ABSTRACTS OF CURRENT LITERATURE 


SURGERY OF THE HEAD AND NECK 


EYE 


Effect of Increased Oxygen Concentration on New 
Vessel Growth in the Adult Cornea. I. C. MicHAEL- 
son, N. Herz, and D. Kerresz. Brit. 7. Ophth., 1954, 
38: 588. 

‘THE AUTHORS conducted an experiment to determine 

if an increased concentration of oxygen in the blood 

has any effect on vessel budding in the adult eye. For 
this experiment they chose rabbit’s cornea, in which 
they produced a standard thermal lesion near the 
limbus. The six animals were then placed for 6 days in 

an incubator having an oxygen concentration of 50 

per cent. Similar lesions were made in 4 control rabbits 

which were maintained in ordinary atmospheric con- 
ditions. A comparison was made between the vascular- 
ization found in the two groups of animals. 

Changes in the concentration of oxygen in the blood 
have seemed to contribute to a disturbance of develop- 
ment of retinal capillaries which manifests itself as 
retrolental fibroplasia, but when the extent of the 
vessel growth in the incubated animals and in the 
control animals was measured and compared it was 
found that the increased concentration of oxygen did 
not affect the extent of new vessel growth in the adult 
cornea. — Joshua Luckerman, M.D. 


Delayed Restoration of the Anterior Chamber; the 
Eighth Proctor Lecture. PETER C. KRonFELD. Am. 7. 
Ophth., 1954, 38: 453. 


THE AUTHOR discusses the significance of the condi- 
tion of the anterior chamber after globe-opening 
operations or injuries. Its depth has always served to 
indicate the progress of the healing process. The 
development of peripheral anterior synechias after 
prolonged absence of the anterior chamber has 
pointed out how dangerous such absence can be. 
Demonstration of the pupillary block mechanism as a 
probable cause of shallowness of the anterior chamber 
has also stimulated renewed interest in this phe- 
nomenon. 

The purpose of this study was to determine the 
effects upon the ocular tension-regulating mechanism 
of delayed restoration of the anterior chamber, in the 
several distinct clinical situations in which such de- 
layed restoration occurs. 

The rate of reformation of aqueous was studied on 
nearly normal human eyes by aspirating the contents 
of the anterior chamber. 


Comparison between the rate of reformation of the 
anterior chamber and the rate of restoration of the 
ocular tension was interesting. 

The progress of the healing of a cataract wound is 
judged not only by the speed with which the anterior 
chamber assumes aphakic depth, but also on the basis 
of how this depth is maintained postoperatively. 

Absence of the anterior chamber was associated in 
about 30 per cent of cases with gross signs of leakiness 
of the wound, such as gaping of the incision between 
sutures, pale edema of the flap, a positive Seidel test 
from one of the suture sites or from a gap between the 
lips of the conjunctival wound, and a very low ten- 
sion. In another 20 per cent of cases, the same signs 
were present to a lesser or more indefinite degree. 

The absence of gross signs of fistulization does not 
rule out the possibility of its presence. The recognized 
causes of fistulization of a cataract incision are: incar- 
ceration of tissue acting like a door jamb, malposition 
of the lips of the wound resulting from improperly 
placed sutures, deep sutures acting as drainage wicks, 
poor healing, and accidental sclerectomies. 

Although postoperative absence of the chamber is 
nearly always self-limited, the form of treatment that 
is most logical is surgical exploration and repair by 
excision of the incarcerated tissue and by use of addi- 
tional corneoscleral sutures. If the wound is distorted 
by one of the corneoscleral sutures, or if wick action is 
present, removal of the offending suture is indicated. 
Cauterization of the suture sites or of the parts of the 
conjunctival or corneosclera! wound suspected of 
fistulating was equally effective. In cases which 
presented no apparent leak, the topical application of 
strong cholinesterase inhibitors, such as eserine and 
di-isopropylfluorophosphate was effective in better 
than 1 of 9 trials. Powerful mydriatics were used in 
cases of pupillary block. 

Restoration of the anterior chamber by means of 
air injections has been effective either alone or com- 
bined with release of the suprachoroidal fluid be- 
tween the detached choroid and sclera. 

Cases of “pure” glaucoma secondary to absence 
of the anterior chamber after cataract operation 
respond well to miotics. Those which do not are treat- 
ed by cyclodialysis to separate the peripheral anterior 
synechias. 

Reduction in the amount of aqueous production 
may be a factor in the restoration of the anterior 
chamber. — Joshua Kuckerman, M.D, 
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Normal Vitreous, Its Attachments and Dynamics Dur- 
ing Ocular Movement. A. C. Hivine. Arch. Ophth., 
Chic., 1954, 52: 497. 

THE VITREOUs rotates as the eye rotates but because of 

its inertia the former lags considerably behind. Hence, 

during rotation of the eye the anter‘or portion of the 
vitreous moves in relative counter-rotation, while in 
the postrotational phase the vitreous flows rapidly in 
the direction of rotation. Since the velocity of eye 
movements is greatest at the middle of the rotational 
movement, the strain upon the attachments of the 
vitreous is greatest at this time. The greatest strain 
is in the upper outer quadrant and consequently 
most retinal tears occur there. This suggests that, 
with the exception of disinsertion, the minor rather 
than the major attachments determine retinal tears. 
The base of a typical tear lies anteriorly and occurs 
when the vitreous has a relative forward movement. 
—James E. Lebensohn, M.D. 


Treatment of Cysts of the Iris with Diathermy Coagu- 
lation. Derrick VAIL. Am. J. Ophth., 1954, 38: 513. 


IN SURGICAL EXCISION of implantation cysts of the iris, 
mutilation of the pupil invariably results and recur- 
rence frequently follows incomplete removai. Radia- 
tion therapy is most uncertain in its results. Di- 
athermy coagulation is at present the simplest and most 
efficient method for destroying cysts of the iris. Opacif- 
ication of the cornea at the puncture sites is inevitable 
but this does not affect vision since the scar is at the 
limbus. 

In 3 cases a traumatic implantation cyst of the iris 
was thus destroyed successfully. One to four punctures 
were made with a very fine diathermy needle through 
the cornea into the cyst, utilizing 10 to 35 milliamperes 
of current for 1 to 2 seconds. In one case a recurrence 
after 6 months was finally obliterated by a second 
diathermy application. 

— James E. Lebensohn, M.D. 


Effect of Increased Oxygen on the Development of the 
Retinal Vessels; an Experimental Study. I. C. 
Micuaetson, N. Herz, E. Lewxowirz, and D. 
Kertesz. Brit. 7. Ophth., 1954, 38: 577. 


THE AUTHORS TESTED the effect of hyperoxia on the 
developing vessels of the mouse retina, which is simi- 
lar in development and pattern to that of the human 
retina. 

This was done because clinical evidence seems to 
indicate that retrolental fibroplasia is the result of a 
disturbance of the oxygen conditions to which an 
infant is normally exposed. 

Among animals of equal age, the degree of diminu- 
tion of capillary growth in the retina was related to 
the degree of development of the animal, in that 
absence of retinal capillaries was found only in 
underdeveloped animals. This might mean that the 
retina of an underdeveloped animal is particularly 
sensitive to hyperoxia or that the retina as well as the 
rest of the body was comparably affected by hy- 

xia. 

The authors describe the normal development of 
the retinal blood vessels in the mouse and the develop- 
ment of these vessels after the animals had been in 
an incubator in high concentrations of oxygen. 


The following findings were observed in the retina 
of animals exposed to high oxygen concentrations: 

The extent of the vessel outgrowth from the optic 
disc was not grossly affected by the change in oxygen 
concentration; there was a delay in the formation of 
the capillary bed situated around the optic disc; in 
underdeveloped animals there was complete absence 
of capillaries in the retina; concentrations of oxygen 
between 40 and 70 per cent appear to give fairly 
comparable results; and the normal capillary pattern 
was established within a few days of the return of the 
animal to normal atmospheric conditions. 

The authors suggest that the gross diminution in 
the number of retinal capillaries resulting from 
hyperoxic conditions may represent the early stage of 
the pathology of retrolental fibroplasia and may ex- 
plain cases in which milky pallor of the fundus and 
optic atrophy are more prominent signs than neovas- 
cularization. 

The association of underdevelopment with the 
retinal vessel changes found in hyperoxia is mentioned 
and the role of the choroid in the production of reti- 
nal vessel abnormalities due to hyperoxia is specu- 
lated upon. — Joshua Kuckerman, M.D. 


Uveitis with Glaucoma and Retrobulbar Neuritis. 
and Max Cuamuin. Am. J. Ophth., 
1954, 38: 615. 


THE AUTHORS report in detail a very interesting 
case of primary anterior uveitis with secondary 
glaucoma as well as secondary retrobulbar neuritis. 
The literature on uveitis with these complications is 
reviewed, and the differential diagnosis is discussed in 
detail. The authors believe that this condition is not as 
rare as the literature appears to indicate, and that in 
many cases involvement of the optic nerve is over- 
looked. It is suggested that a severe loss of vision in 
cases of uveitis, not accounted for by hazy media 
alone, may be due to central, caecocentral, or para- 
central scotomas resulting from the involvement of 
the optic nerve. It is therefore urged that in cases of 
uveitis patients be watched for loss of visual fields as 
an indication of optic nerve involvement. 
—Ray Karchmer Daily, M.D. 


EAR 


Long Term Results with the Fenestration Operation. 
_ H. CampBELL. Arch. Otolar., Chic., 1954, 60: 


IN EVALUATING the long term results of the fenestration 
operation, consideration must be given to the imme- 
diate results in patients properly selected and oper- 
ated on, the so-called final results after a period of 1 or 
2 years, and the results after a period of 5 or more 
years. In addition there are several factors that have 
no bearing on the fenestration operation itself that 
must receive consideration in properly evaluating the | 
final result. 

The material for the report on the results 5 or more 
years after fenestration consists of 200 cases which 
were carefully studied by personal observation, and 
frequent audiometric examinations over a 5 to 8 year 
period following the surgery. These cases have been 
divided into three groups. One group consists of 130 
patients in whom the operation has been successful. A 


second group consists of 49 patients in whom the oper- 
ation has not been successful due to lack of improve- 
ment of hearing to the practical level, or, following 
satisfactory improvement, a later loss. In the third 
group of 21 patients, hearing was improved to a prac- 
tical level with subsequent loss to the preoperative 
level or below. All of these 21 had subsequent revision 
operations. 

In the 130 successful cases, the average preoperative 
loss was 49.2 decibels in the three speech frequencies. 
The average loss 1 year after operation was 27.1 
decibels and at the end of 5 years the average loss was 
27.6 decibels. Forty-three of these, 7 years or more 
after operation, showed an average loss of 28.2 dec- 
ibels. 

In the 49 unsuccessful cases, the average preopera- 
tive loss was 50.6 decibels. The average loss after 1 
year was 42.8 decibels and after 5 years was 49.2 
decibels. 

In the 21 patients who had successful results for a 
few months and then lost the improved hearing and 
were reoperated upon, the average loss before opera- 
tion was 45.8 decibels. The average loss before revi- 
sion was 50 decibels. Only 9, or 45 per cent of the 21 
revisions, were successful. 

Study of the 130 successful cases reveals that the 
average loss at the end of 5 years was only 0.5 decibels 
worse than at the end of 1 year. It thus appears that 
any patients who maintain a satisfactory improvement 
of hearing for 1 year after operation will retain the 
hearing without further significant loss for at least 5 
years. In the 49 unsuccessful cases the results show a 
gradual continuing loss during the years subsequent to 
the operation. The 21 additional unsuccessful cases do 


‘not qualify for a long term study because of the revi- 


sion done in from 1 to 3 years after operation. 

In evaluating the results of fenestration surgery, 
very careful observation and testing of the patient is 
necessary in order to arrive at accurate conclusions. 
Certain factors that have no direct connection with 
the surgery will influence postoperative data. These 
include psychological reactions, of which one of the 
most common is the feeling that the hearing in the 
operated upon ear is failing when it is actually the 
worsening of hearing in the other ear that leads to this 
conclusion by the patient. Another fault lies in the in- 
attention or carelessness of the patient in response to 
the hearing tests. 

The fenestrated ear is still subject to depression of 
hearing as a consequence of colds, allergic reactions, 
and secretory otitis media. Obviously any audiogram 
taken when these conditions exist will be inaccurate. 
Other conditions that tend to give false audiograms 
are fatigue, emotional disturbances, nervous dis- 
orders, and increased tinnitus. Secondary auditory 
nerve degeneration, further advancement of the oto- 
sclerotic process, and intralabyrinthine hypertension 
will cause hearing loss, but have no bearing on the 
success or failure of the fenestration operation. 

The most common factor in unsuccessful cases is 
bony or fibrous closure of the fenestrum. In a patient 
operated upon before the stapes has become completely 
fixed, hearing will worsen if the stapes later becomes 
completely fixed. The second most common cause of 
failure of the operation is postoperative serous laby- 
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rinthitis. The severity of the labyrinthitis determines 
the degree of harmfulness of the labyrinthine reaction. 
Primary or secondary infections of the ear cavity lead 
to failure. Primary infections, although not common, 
are the more serious. Perforations of the drum mem- 
brane will also cause failure, but most of these will heal 
spontaneously or with treatment. Some failures are 
due to the wrong preoperative diagnosis, and there is 
the occasional case in which the examiner is deliber- 
ately deceived by a patient who wants the operation. 
Knowing what response is necessary, he will indicate 
good bone conduction when actually the deafness is of 
a perceptive type. —Fletcher Austin, M.D. 


NOSE AND SINUSES 


Epistaxis in Hypertension. Oscar H. Kiten. Irish 7. 
M. Sc., 1954, 6: 427. 


EpisTAxIs increases in frequency from the third year 
until puberty; it is then more rare until late in life. 
Epistaxis is a common complication of hypertension 
and arteriosclerosis. 

Little’s area or Kiesselbach’s plexus on the nasal 
septum is the commonest site of hemorrhage. How- 
ever, in hypertensive patients the lateral wall and the 
posterior segment of the septum are the more common 
sites. 

Cardiovascular epistaxis usually starts with a sud- 
den and severe hemorrhage. Many hypertensives, 
when seen, are found to have normal or low blood 
pressure—a result of shock due to hemorrhage. 

The author recommends first the method of treat- 
ment described by Trotter: prop the patient up with 
a comfortable inclination to one side, arrange a large 
pad of wool for him to dribble into, put a dental 
prop between the teeth, forbid him to breath through 
the nose or to swallow, and give a substantial dose of 
morphine. Transfusions are given when required. 
Usually no complications are encountered with this 
treatment, but 31 per cent of patients treated by nasal 
packing develop complications. 

When possible, the bleeding area is cauterized. 
The author discusses the various methods of anterior 
and postnasal packing. 

If all other methods fail, it becomes necessary to 
stop the hemorrhage by occlusion of the bleeding ves- 
sel or the main trunk from which it springs. 

Bleeding from above the middle turbinate comes 
mainly from the anterior and posterior ethmoidal 
areas. Using the Ferris Smith approach, the anterior 
artery is occluded by a silver clip and the posterior 
artery is treated by diathermy. For hemorrhage below 
the middle turbinal bone, the easiest vessel to ligate 
is the external carotid. More recently ligation of the 
internal maxillary artery has been recommended. 

The author reviews 80 cases of epistaxis associated 
with hypertension which were admitted to the Royal 
Victoria Infirmary. Fifty-six (70%) patients were 
successfully treated by Trotter’s procedure; 8 patients 
were treated by cauterization; packing was resorted to 
usually when simpler methods had failed; 16 patients 
had nasal packs, preferably with ribbon gauze damped 
with liquid paraffin. The complication rate was 31.25 
per cent. 


: 
ic 
n 
of 
n 
n 
y 
n 
le 
n 
n 
of 
Ke 
id 
le 
d 
i- 
is. 
bey 
1g : 
Ss. 
is 
in 
as 
in 
re 
in 
ia 
of 
of 
); 
n 
at 
h . 
d 
ir 
n 
0 
A 


In 32 cases (40 per cent) the exact site of bleeding 
was not determined; bleeding was septal in 12 cases, 
from the roof in 11 cases, and occurred posteriorly on 
the lateral wall in 25 cases. 

No relationship could be found between the severity 
of hemorrhage and the blood pressure, source, or age 
of the patient. Sex was not relevant. The older pa- 
tients appeared to become shocked more quickly and 
more easily, and required a longer stay in the hospital. 

—John R. Lindsay, M.D. 


MOUTH 


The Past, Present, and Future in the Surgery of the 
Cleft Palate. R. J. V. Battie. Brit. 7. Plast. Surg., 
1954, 7: 217. 


Procress in the treatment of cleft lip and palate 
deformities has been slow. The author states that: “At 
a time when it is suggested in the United States that 
the palate operation should be postponed, we have 
seen no paper from them on the speech results after 
cleft palate repair. Similarly, in several papers on 
cleft palate speech results that have appeared over 
here, there have been few remarks on maxillary 
deformity.” 

The author suggests four classes of clefts: 

Class 1. The prealveolar cleft, in which the floor of 
the nose is intact and the alveolus is notched. 

Class 2. The postalveolar cleft, in which the alveolus 
is intact, the vomer remains central, but the palate is 
affected. These clefts may be associated with a Class I 
cleft in the same patient. 

Class 3. The unilateral peralveolar cleft, in which 
the floor of the nose is deficient, the alveolus is in- 
terrupted on one side or the other, and the cleft 
continues backward in continuity to the uvula. The 
vomer is attached along the central border of the 
cleft. In a very small subdivision of this group the 
palate has united behind a twisted alveolus. 

Class 4. The bilateral and peralveolar cleft, in 
which the Class 3 deformity exists on both sides in 
the lip and alveolus with a vomer that is centrally 
placed. In a few patients of this group also the palate 
has united behind a deformed alveolus, but in these 
the premaxilla remains out of position and mobile, 
the vomer remaining free along its palatal border. 

The Class 1 deformity presents no problem to the 
surgeon. The repositioning of teeth in the lateral in- 
cisor region is purely a task for the orthodontist. 

The Class 2 deformity is repaired with use of the 
Wardill-Kilner modification of the Veau technique 
and by operating before the patient is 2 years of age. 
The author finds normal speech in 80 per cent of 
these patients. 

The Class 3 and Class 4 deformities present more 
vexatious problems. The surgical contribution to the 
treatment of this deformity is to establish muscle 
union in front of the alveolus. There is thus intro- 
duced a new constriction factor of an extrinsic nature 
that immediately crystallizes out the deformity. 
Within a period of 3 months the alveolar gap is re- 
duced, but the distortion on the main fragment re- 
mains and the small fragment tilts even further into 
the wrong position. The author has followed up 37 
patients in this class. The lip was repaired at 3 months 
of age, and the palate at 1 year. All of these patients 
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are old enough to talk. Speech is normal in 31 pa- 
tients and poor in 6. 

The Class 4 deformity is treated by the Denis 
Browne principle of setting the premaxilla back into 
the maxillary arch. The repositioning is combined 
with repair. In a series of 13 double lip clefts operated 
upon by the author, the palate being repaired at 
1 year of age, reasonable maxillary contour was ob- 
tained in only one patient. 

Of all the patients born with lip and palate clefts, 
only some 50 per cent, those with complete unilateral 
or bilateral clefts, need be considered as serious 
orthodontic problems. These problems exist before 
any surgical intervention whatever, and are accen- 
tuated by the lip repair and perpetuated by the 
palate repair. 

The article is well illustrated with models and 
photographs of the various types of patients. 

—Frank W. Pirruccello, M.D. 


Metastatic Tumors of the Oral Cavity. Invinc SALMAN 
and Irwin LANGEL. Oral Surg., 1954, 7: 1141. 


METASTATIC TUMORS of the jaws, as reported in the 
literature, are comparatively rare. The reason for this 
is that routine examination of the jaws for secondary 
lesions is by study of roentgenograms of the skull. With 
skull radiograms, there is an overlapping of both sides 
of the mandible and the presence of any bone changes 
may not be detected. Intraoral and extraoral films 
should be included when looking for metastatic lesions. 
It is believed that more of these lesions would be found 
if this routine were carried out. 

The authors report 11 cases of metastatic tumors. In 
7 of these, discovery of the lesion in the oral cavity led 
to finding the primary and other metastatic lesions. 

In the present report, several additional cases of 
metastatic lesions to the jaws are reviewed. The pri- 
mary site was the breast in 2 cases, and the kidney, 
uterus, prostate gland and lung in 1 case each. 

The dentist has a responsibility to the public for the 
discovery of these benign and malignant growths of 
the oral cavity. —John R. Lindsay, M.D. 


Surgical Treatment of Oral Cancer. M. R. Ewina. 
Brit. F. Plast. Surg., 1954, 7: 108. 


THE PRESENT ARTICLE is confined to lesions anterior 
to the tonsillar pillars and not involving primary can- 
cers at the base of the tongue or tonsils. It is based for 
the most part on the teachings and practice of Hayes 
Martin, at Memorial Hospital, in New York. In Eng- 
land, it is customary for patients with oral cancer to 
be treated first by the radiologist. Cases which are 
unsuitable for irradiation are referred to the surgeon. 
They comprise those cases which (1) show bone in- 
volvement, (2) fail to respond to irradiation, (3) are 
intolerant of dose needed to cure, and (4) have re- 
curred despite adequate irradiation. Previous irradi- . 
ation makes subsequent operation exceedingly diffi- 
cult. In the United States, interest in primary surgi- 
cal management has been revived with the advances 
in anesthesia, antibiotics, and transfusion. Therefore, 
the author advances a plea for primary surgical man- 
agement of these cases. 

Before undertaking such surgery, the following fac. 
tors should be considered: (1) confirmation of diag- 


nosis by biopsy; (2) accessibility (generally speaking, 
all tumors of the mouth can be rendered accessible 
by suitable division of soft tissues and bone); (3) local 
extension should be determined by adequate visual 
and digital examination; (4) it may be wise to con- 
sider removal of precancerous lesions such as leuco- 
plakia simultaneously; (5) lymph node metastases 
should be determined, and any adenopathy assumed 
to be malignant, unless disproved; (6) ability to re- 
move the tumor completely (valuable palliation may 
follow incomplete removal, and extensive resections 
are not recommended unless aimed at a cure); (7) 
immediate surgical risk (the operation is usually tol- 
erated well even in the elderly and debilitated patient); 
(8) postoperative morbidity (excessive morbidity is 
most often due to poor wound healing, particularly 
in patients having had previous heavy irradiation, 
and respiratory difficulties are not infrequent); (9) 
curability; and (10) functional result (though wide 
resection is mutilating at times, unchecked cancer is 
even more so). 

Having decided on surgery, meticulous attention is 
paid to mouth hygiene preoperatively. Carious teeth 
should be removed. Feeding is instituted preoperative- 
ly through a urethral catheter passed nasally. Endo- 
tracheal anesthesia is used with the fauces well 
packed. The operation is planned to remove the can- 
cer and all its extensions, including any tissue with 
precancerous changes, and any heavily irradiated 
tissue which can be sacrificed in the interest of better 
healing. A simultaneous neck dissection is favored. 

The operation is begun as a standard block dis- 
section, using the double “‘Y”’ incision. The contents 
of the neck are turned up to the mandible. The lower 
lip is split in the midline and a cheek flap retracted, 
the jaw divided, and the tumor and block of neck 
tissue are removed together. At the time of extirpating 
the cancer, the surgeon should not be influenced by 
the difficulties of subsequent repair. Every effort 
should be made to achieve primary closure of the 
mouth in one stage. This can be done even when 
more than half the floor has been sacrificed with the 
greater part of the tongue. Covering the mucous lin- 
ing is usually a greater problem than that of skin 
coverage; the remaining portion of the tongue is in- 
valuable in this respect. It may be necessary to sacri- 
fice part of the normal mandible at times, to permit 
closure. When the operation is properly performed, 
the wound will heal in 7 to 10 days. 

Certain disabilities may follow primary repair. 
These include (1) narrowing of the oropharynx, which 
may require temporary tracheotomy; (2) tethering 
of the tongue which may interfere with swallowing 
and speech, and may cause coughing by spillage over 
into the glottis; (3) loss of the jaw, causing difficulty 
of mastication and inability to wear a denture. There 
is little disfigurement from loss of half the jaw, but 
removal of the anterior middle third is far from 
pleasing, while the operation of total glossectomy re- 
sults in great disfigurement, with the chinless profile, 
redundancy of the lower lip with troublesome drool- 
ing, and inability to close the mouth. 

The author suggests that the surgeon excise the 
cancer without inhibitions with regard to closure and 
that the plastic surgeon then complete the procedure. 
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He enumerates four main ways in which the plastic 
surgeon can be of help: (1) by planning of incisions 
to assure immediate skin coverage; (2) by using, 
at time of excision, all remaining healthy tissue, by 
avoiding as much as possible disabling sequelae, and 
taking such steps as may facilitate later plastic repair; 
(3) by relieving disabilities in the early postoperative 
period when there is some chance of ultimate cure; 
(4) by late reconstruction after 1 or 2 years have 
elapsed and recurrence is less likely. 

By following this regimen, the advantages of surgi- 
cal extirpation without the stigmata of high morbidity 
and poor result will be attained. 

—Carl Schiller, M.D. 


Tumors of the Condyle and Temporomandibular 
Joint. Kurt H. Tuoma. Oral Surg., 1954, 7: 1091. 


Tumors of the mandibular joint are rare. They pro- 
duce symptoms which are often difficult to distinguish 
from those caused by the more common arthroses. 
Therefore, the diagnostician must be alert, keeping in 
mind the occurrence of primary and metastatic tumors 
in this region. 

The author reviews the embryologic development 
and anatomy of the area and then discusses the follow- 
ing known tumors of the condyle, citing case histories 
with photographs of roentgenograms and microscopic 
sections: osteoma (including hypertrophy and exosto- 
sis), chondroma, chondrosarcoma, benign giant cell 
tumor, myxoma, fibro-osteoma (ossifying fibroma), 
ossifying myxoma, fibrous dysplasia, fibrosarcoma 
of the joint capsule, and metastatic tumors involving 
the mandibular joint either by direct extension or 
metastases. — John R. Lindsay, M.D. 


NECK 


Congenital Anomalies of the Larynx. Paut H. Houin- 
GER, KENNETH C. JOHNSON, and FILMORE SCHILLER. 
Ann. Otol. Rhinol., 1954, 63: 581. 


CONGENITAL LARYNGEAL STRIDOR is a transient form of 
stridor associated with an abnormal flaccidity of the 
laryngeal tissues. The stridor is present from birth and 
usually audible only on inspiration. Laryngoscopy is 
necessary to establish the diagnosis and rule out other 
causes of stridor. In the majority of cases, the epiglottis 
was curled and drawn into the laryngeal aperture with 
each inspiration. Arytenoids which are long and flac- 
cid are also drawn into the laryngeal lumen. To rule 
out other causes of noisy respiration, a complete study 
of infants with stridor is necessary. Frontal and lateral 
roentgenograms of the neck and chest and fluoro- 
scopic studies of the esophagus are taken, and finally 
the endoscopic examination is made. Only the direct 
laryngoscopic view can confirm the diagnosis. As the 
infant with congenital laryngeal stridor grows, the 
larynx becomes larger and more firm, and the abnor- 
mal folds gradually uncurl. The stridor frequently 
disappears between the twelfth and eighteenth month. 
It is extremely rare that any active therapy is indi- 
cated. 

Nineteen patients with congenital laryngeal webs 
have been observed. Symptoms of laryngeal webs are 
present at birth or shortly afterwards, and consist of a 
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weak cry, or absence of sound with crying efforts. Re- 
spiratory distress may occur, depending upon the ex- 
tent of the web. Three patients were children of school 
age with speech difficulties. ‘The correct diagnosis can 
only be made by direct laryngoscopy. It is imperative 
that preparations for a possible tracheotomy be made 
before the examination is undertaken if there is respir- 
atory obstruction. ‘Therapy in these patients has been 
conservative. Two of the infants with membranous 
glottic webs and one with a supraglottic web have re- 
quired tracheotomy. In the remaining patients direct 
laryngoscopic dilatations have been employed, occa- 
sionally associated with use of the Knight combination 
scalpel and dilator. 

Congenital atresia of the larynx is obviously incom- 
patible with life unless the condition is recognized at 
birth and immediate steps are taken to establish an 
airway. 

A case is reported in which the obstetrician 
noted strong respiratory efforts, with no evidence of 
air exchange, and quickly performed a tracheotomy. 
When the child was 10 months old, laryngoscopic 
examination showed that on lifting the epiglottis, no 
aperture could be visualized. The epiglottis, hypo- 
pharynx, false cords, and arytenoids were seen to be 
normal. The true cords, however, were joined by a 
sheet of white fibrous tissue through which their out- 
lines could be distinguished. Efforts to establish a 
lumen by puncture from above and by retrograde pro- 
cedures have not been successful. After further growth 
has taken place, other attempts will be made to open 
through the obstructing membrane. This infant has 
other congenital anomalies. 


The clinical picture of congenital subglottic stenosis 
consists of a thickening of subglottic structures and 
sometimes of the true cords. ‘The point of greatest ob- 
struction is generally 2 to 3 mm. below the level of the 
superior surface of the true cords. Thirty-four cases 
have been seen during the past 7-year period. The 
earliest symptom was stridor with or without episodes 
of cyanosis. Fourteen of the 34 infants required a 
tracheotomy. Mild stenosis usually disappears with 
growth of the larynx. In more severe cases, periodic 
dilatations are performed. This can be done without 
fear in patients who have been tracheotomized, but 
carries some risk if done without a tracheotomy. Two 
cases are presented. 

Five cases of congenital cysts of the larynx have been 
seen in infants. The cyst presumably arises in one of 
the laryngeal ventricles and bulges into the glottic 
lumen. Treatment has been by repeated aspirations, 
and removal of portions of the cyst with the cup for- 
ceps. Two cases required tracheotomy. 

Laryngoceles become clinically perceptible only 
when swollen by air forced into them, or when filled 
with a collection of fluid; thus laryngoceles and cysts 
are often indistinguishable from each other. Fifteen 
cases of laryngocele have been observed. The sacs 
were unilateral in 11 and bilateral in the remaining 
4 cases. In 6 patients the cyst was drained by un- 
capping the superior surface of the false cord with 
biopsy forceps. In 5 cases the cyst was removed through 
an incision along the superior border of the thyroid 
cartilage. In another case bilateral laryngoceles were 
removed through an external thyrotomy approach. 

— John R. Lindsay, M.D. 


SURGERY OF THE NERVOUS SYSTEM 


BRAIN AND ITS COVERINGS; CRANIAL NERVES 


The Behavior of the Blood Leukocytes in Cerebral 
Concussion and Other Injuries, and Their Relation 
to the Problem of Vegetative Regulations (Das 
Verhalten der Blutleukocyten bei Commotio cerebri 
und anderen Unfaellen als Beitrag zur Frage vegeta- 
tiver Regulationen). H. Fuss. Langenbecks Arch. u. Deut. 
Zschr. Chir., 1954, 278: 207. 


‘THE AUTHOR STUDIED the maximal and minimal num- 
ber of leukocytes following cerebral concussion in 100 
cases, and following other types of injuries in another 
100 cases. In 50 cases of each group, the author per- 
formed an adrenalin test and compared the behavior 
of the leukocytes with that of the blood sugar. Follow- 
ing cerebral concussion and other injuries as well, the 
leukocytes behaved in a parallel fashion to the blood 
sugar following adrenalin tests. No obvious pathologic 
changes could be found in the leukocytes following 
concussion or other injuries. The increase of the 
leukocytes in the adrenalin test was the same follow- 
ing concussion and other injuries. Leukocyte count 
following adrenalin tests has no more diagnostic value 
than the blood sugar determinations in cases of cere- 
bral concussion. —George Perret, M.D. 


Indications for Operation in Closed Head Injuries 
(Zur Operationsindikation bei gedeckten Schaedelver- 
letzungen). H. Roso.tieck and D. Gort. Chirurg, 1954, 
25: 411. 


Tus stuDy concerns patients with cranial injury ad- 
mitted to the hospital in an unconscious state who fail 
to regain consciousness and live from hours to days, 
finally to die with signs of respiratory and circulatory 
failure. The possibility that among this group there 
might be patients with unrecognized extracerebral 
hemorrhage amenable to surgical treatment was 
investigated. 

The clinical and pathological records of 66 patients 
who died following craniocerebral injury were re- 
viewed. Of particular interest were 21 patients who 
died from 2 to 9 days after injury, of whom none re- 
gained consciousness. In 3 of this group extracerebral 
hemorrhage was the cause of death. 

In order to determine the frequency of fatal un- 
recognized extracerebral hemorrhage, the patholog- 
ical material from 180 cases of fatal head injury was 
studied. For the purposes of this study only those cases 
of extracerebral hemorrhage without other proved 
serious injury were considered. In this group there 
were 28 cases (15.6 per cent) of fatal extracerebral 
hemorrhage. The majority of these patients died with- 
in 24 hours. The clinical diagnosis was for the most 
part skull fracture with commotio cerebri. 

The difficulties in diagnosis of extracerebral hem- 
orrhage are emphasized. A lucid interval may be lack- 
ing and other diagnostic signs may be absent or could 
result from commotio cerebri or contusion without 
hemorrhage. 

On the basis of their observations and statistics the 
authors conclude that for patients with head injury 
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who remain unconscious for hours and days, active 
measures should be undertaken. The most suitable 
means is the use of diagnostic burr holes at different 
places on the skull. The next question is the time when 
this should be done. A general answer cannot be 
given. This study indicates that a large number of 
patients with extracerebral hemorrhage die within 24 
hours. Therefore on the slightest suspicion of a hema- 
toma during this time one should not wait. The 
authors’ experience has been that patients who do not 
regain consciousness in 2 days are lost. Therefore, if 
it is not possible to diagnose bleeding and the patient 
remains unconscious for 2 to 3 days the risk of opening 
the skull should be accepted. Granted that in some of 
these patients no hematoma is to be found a contin- 
uation of conservative treatment would not alter the 
outcome. On the basis of their figures the authors 
found that 15 of 100 patients had had bleeding. If 
these patients had been operated upon, with the al- 
lowance of a 50 per cent operative mortality, 7 pa- 
tients might have been saved. 
—john L. Lindquist, M.D. 


Pinealoma with Simmonds’ Syndrome; Report of a 
Hanna, Naoxt KaGeyAMaA, and 
Masayrosut Hasecawa. Arch. jap. chir., 1954, 23: 185. 


THIs CASE REPORT concerns a 17-year-old male in whom 
lassitude and loss of appetite developed, which was fol- 
lowed by polyuria, dizziness, nervousness, and weight 
loss over a period of about a year. On hospital admis- 
sion he was weak and emaciated, the skin was delicate 
and dry, pubic and axillary hair were scanty. Neuro- 
logically there were no abnormalities at first; the 
blood pressure was 88/60 mm. Hg., and body tem- 
perature was normal. The basal metabolic rate was 
minus 46 per cent. The rate of excretion of 17-keto- 
steroids in the urine was 6.6 mgm. per day and daily 
urinary output was 2,000 to 3,000 c.c. The diagnosis 
was that of an endocrine disorder, presumably Sim- 
monds’ disease, and he was given various hormones. 

Several months later bilateral visual disturbance ap- 
peared and rapidly progressed to blindness in the right 
eye. Paralysis of upward conjugate movement and 
some nystagmoid jerks of the eyes on looking to the 
left were noted. There was no headache or vomiting, 
no edema of the optic discs, and roentgenograms of 
the skull showed no abnormality of the sella turcica. 
The spinal fluid pressure was 220 mm. in the recum- 
bent position. The fluid was otherwise normal. The 
clinical impression was optochiasmatic arachnoiditis 
rather than brain tumor. 

For the relief of his rapidly diminishing vision, im- 
mediate operation was performed but the tumor was 
not found. The optic nerves were found to be sur- 
rounded by tortuous, dilated veins, and abnormalities 
in the shape and course of the cerebral meningeal 
artery and its branches were found. The wound was 
closed. Visual acuity did not improve and the pa- 
tient’s condition gradually deteriorated, death occur- 
ring several months later. 
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Postmortem examination revealed a large, soft 
tumor about the size of a hen’s egg extending from the 
pineal body to the hypothalamus. The pineal portion of 
the tumor, which was presumably the primary tumor, 
was small, whereas the implantation metastasis in the 
hypothalamus was extensive. Metastatic tumor cells 
also invaded the posterior part of the hypophysis. The 
microscopic structure was characteristic of a pineal- 
oma. The tumor cells in the infundibulum as well as 
in the intermediate part of the hypophysis were ex- 
clusively lymphoid cells diffusely distributed. 

As for the Simmonds’ syndrome, it is to be noted 
that the greater destruction was found in the stalk and 
posterior portion of the pituitary rather than in the 
anterior portion. Because the destruction was most 
pronounced in the hypothalamus the syndrome in this 
case is considered to be of hypothalamic rather than 
of anterior pituitary origin. 

—John L. Lindquist, M.D. 


SYMPATHETIC NERVES 


The Veins After tamay: PETER BEACONSFIELD. 
Surgery, 1954, 36: 771. 


SYMPATHECTOMYy is often done with the thought of 
effecting a change in the arterial system alone, and 
blood flow through a sympathectomized limb is us- 
ually discussed in terms of arterial flow. The author 
raises the question as to whether veins behave pas- 
sively, merely dilating as a result of the increased 
blood flow through the affected part, or whether they 
are in fact capable of independent vasodilation, irre- 
spective of whether the blood flow is increased or not. 

Sympathectomy may be done primarily for the 
improvement of the venous system alone, and this is 
rational since the innervation of the veins is the same 
as that of the arteries. In fact, some investigators 
claim that they are more sensitive to stimuli than the 
arteries. 

By combined volumetric temperature and infrared 
photographic studies, the author has determined that 
veins do indeed dilate after sympathectomy, but that 
the vasomotor tone begins to return to preoperative 
levels shortly after sympathectomy, not reaching this 
level for at least 12 months—a considerably longer 
period of time than is the case with the arteries in the 
same limb. He believes that the dilatation of veins 
after symnathectomy is not merely due to increased 
blood flow because of the arterial dilatation, but it is 
in fact an active process since it is still present even 
after the blood flow has returned to the preoperative 
rate. He suggests that the discrepancy which exists 
after sympathectomy between blood flow and skin 
temperature in the denervated area (skin temperature 
after sympathectomy remains considerably higher 
than the preoperative level for an indefinite time, 
contrary to the blood flow, which returns to almost 


the preoperative level a few weeks after sympathec- 
tomy) is perhaps in part the result of the decreased 
venous tone after sympathectomy. The veins, having 
less smooth muscle than the arteries, may not recover 
their vasomotor tone as readily as arteries after sym- 
pathectomy, thus allowing a larger quantity of blood 
to be present in the limb after the operation without 
there actually being an increase in blood flow per unit 
of time. —John Martin, M.D. 


MISCELLANEOUS 


Major Vascular Complications of Intervertebral Disc 
Surgery. SamuEL P. Harsison. Ann. Surg., 1954, 140: 
342. 


THIs TIMELY REPORT on a series of major blood vessel 
injuries following lumbar intervertebral disc surgery 
should be read and soberly pondered by the growing 
number of surgeons who undertake the responsibility 
of operating upon defective discs. As Eldridge Camp- 
bell states in the published discussion of the report 
(quoting Arthur Allen), “It’s the fat hog that needs 
to worry.” It can happen, apparently, even in the 
hands of the most competent surgeon. 

Harbison collected data on 31 patients who were 
known to have suffered abdominal injury through 
instrumentation beyond the anterior longitudinal lig- 
ament. One patient suffered injury to the small bowel; 
the other 30 suffered rents in the great vessels, most 
commonly the iliac vessels. The guilty instrument was 
most often the biting rongeur, usually of the type 
known as “pituitary rongeur.” Most of the laminec- 
tomies were for discs at the L 4-5 level, and the com- 
mon iliac artery and/or vein were most frequently in- 
jured; but injury occurred with discs as high as L2 and 
L3, and as low as the L5-S1 interspace. 

Three-fifths of the patients died following the sur- 
gical accident. Unless excessive hemorrhage occurred 
during operation, the true cause of postoperative 
shock was not usually determined until too late. Typ- 
ically, there is not a tell-tale hemorrhage through the 
opened interspace at the time the vessel is torn, since 
bleeding occurs, rather, into the abdomen. The au- 
thor warns, therefore, that a palpable abdominal tu- 
mor, with or without bruit, abdominal pain, nausea, 
and the shocklike state must always raise a suspicion 
postoperatively that a great vessel has been injured. 
Those patients fortunate enough to develop within a 
few days a tell-tale fistula, with bruit, edema of the 
lower extremities, and the attendant heart signs, can 
usually be saved by prompt surgery. It is stressed that 
the patient should be so placed on the operating table 
during surgery upon the injured disc that the great 
vessels of the abdomen will not be distended, and so 
that they and the bowel may be slack against the 
posterior-lying longitudinal and annular ligaments. 

—John Martin, M.D. 
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SURGERY OF THE THORAX 


CHEST WALL AND BREAST 


Report on 124 Cases of Carcinoma of the Mammary 
land (Bericht ueber 124 Faelle von Mammakarzi- 
nom). F. Rotu. Geburtsh. & Frauenh., 1954, 14: 773. 


THE AUTHOR, of the Gynecological Department of the 
University of Berne, Switzerland, discusses a series of 
124 cases of breast carcinoma observed at this hospital 
during a 20 year period (1926 through 1946). The 
cases are analyzed and tabulated according to age, 
hormonal stage (before or after the menopause), dura- 
tion of the presence of the tumor before medical advice 
was sought, stage of the tumor at the time treatment 
was started, methods of therapy, 5 year survival rate, 
incidence of late metastases or recidivation, and 
histologic character of the tumors. 

The tumor occurred before the menopause in 42.8 
per cent, and after the menopause in 57.2 per cent of 
the cases. 

In contrast to the belief of many writers, the author 
does not believe that follicular hormone plays a notice- 
able role in the pathogenesis of breast cancer. He 
supports this statement by a number of observations: 
(1) the growth of breast carcinoma in elderly women is 
inhibited not only by androgen but just as much by 
estrogen injections; (2) the incidence of breast cancer 
in his patients was highest during the first 5 years 
after the menopause, i.e., during the period when the 
production of follicular hormone is markedly dimin- 
ished or stopped altogether; (3) in none of the 124 
patients was there any evidence of hyperfolliculinism; 
(4) the proportion of permanent cures was higher in 
the women before, than in those after the menopause. 
Many patients in the younger age group continued 
menstruating regularly after treatment was termi- 
nated. Although these patients were under continuous 
influence of follicular hormone, their expectation for 
permanent cure was much higher than in the older 
age group. 

Of the different types of carcinoma, the solidum 
simplex was the most frequent (47.6 per cent); 
scirrhous carcinoma was next most frequent, with 21 
per cent. In contrast to statistics by other authors, the 
scirrhous carcinoma had the best prognosis as to 
permanent cure. — Werner M. Solmitz, M.D. 


Bilateral Adrenalectomy for Advanced Carcinoma of 
the Breast with Preliminary Observations on the 
Effect of the Liver on the Metabolism of Adrenal 
Cortical Steroids. Maurice GALANTE, J. Max Ruxes, 
Peter H. Forsuam, Davip A. Woop, and H. GLENN 
BELL. Ann. Surg., 1954, 140: 502. 


A CASE suRvEY of 31 patients with bilateral adrena- 
lectomy and oophorectomy is presented. There was no 
correlation between clinical improvement and his- 
tology of the primary lesions or weight of the adrenal 
glands. 

The authors describe an experimental procedure in 
one case of shunting blood from the left adrenal gland 
into the portal circulation following right adrenalec- 
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tomy and bilateral oophorectomy. This procedure was 
used in one case and the patient has done well without 
substitution therapy. 

The authors report an objective improvement in 
22 per cent and a subjective benefit in 45 per cent of 
their patients who had failed to respond to established 
methods of therapy.— W. Foster Montgomery, M.D. 


Rationale of Internal Mammary Lymph Node Dissec- 
tion for Carcinoma of the Breast. DonaLp M. Gto- 
VER. Arch. Surg., 1954, 69: 393. 


INTERNAL MAMMARY NODE dissection is useful pri- 
marily as a diagnostic and prognostic index prelim- 
inary to radical mastectomy for central and medial 
quadrant carcinomas. A simple technique is described 
which may be carried out as an adjunct to radical 
mastectomy without significantly increasing the oper- 
ative hazard. It seems probable that most cases of 
breast carcinoma demonstrating involved internal 
mammary lymph nodes should be considered inop- 
erable. It seems unlikely that either block resection or 
local excision of the nodes will be curative if these 
nodes contain tumor. — John F. Maloney, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Intrathoracic So-Called Endotheliomas (Die intra- 
thorakalen sog. Endotheliome). R. H. Jenny and O. 
Utspercer. Langenbecks Arch. u. Deut. Zschr. Chir., 
1954, 278: 376. 


A serigs of 16 patients (9 men and 7 women) with 
malignant endotheliomas or hemangioendotheliomas 
is reported by the authors. In 11 patients the tumor 
originated in the pleura, and in 5 patients intrapul- 
monary neoplasms were found. Neither conservative 
nor surgical procedures were able to exert any influ- 
ence on the progressive course of the disease. Both 
types belong to the group of the most malignant 
tumors. 

Correct preoperative diagnosis can be made only in 
exceedingly rare cases and even the interpretation of 
pathologicohistologic findings presents great diffi- 
culties. While some pathologists deny the existence of 
endotheliomas and maintain that malignant tumors 
of the pleura represent metastases of carcinoma of 
other organs, according to others the term encom- 
passes a variety of histologic pictures and includes 
formations originating either in the endothelium of 
lymphatic channels or in the lining of serous mem- 
branes. The type called “fibrous mesothelioma,” 
which is applied to circumscribed, rather benign tu- 
mors, was never encountered by the authors. 

They stress the discrepancy between the relatively 
satisfactory general condition of the patients at the 
time of admission, and the clinically and roentgeno- 
logically far advanced local process. Hemoptysis was 
rare, even in the presence of intrapulmonary tumors 
or those originating in the pleura and invading the 
lung parenchyma. 
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The authors do not deny the possibility that the 
intrapulmonary tumors originated in the. visceral 
pleura but they emphasize the fact that the growths 
were expanding within the lung, in contradistinction 
to neoplasms of pleura! origin which usually are more 
flat and spread along the surface of the lung. 

— Joseph K. Narat, M.D. 


Inflammatory Changes Associated with Primary Bron- 
chogenic Carcinoma; Clinical and Pathological 
Studies. Erxkr Laustexa. Ann. chir. gyn. fenn., 1954 
supp. 2. 


THIS EXTENSIVE STUDY, published as a supplement to 
the journal, deals with 100 consecutive cases of bron- 
chogenic carcinoma -in which resection was carried 
out at the University of Helsinki in the years of 1950 
to 1952. The author discusses the frequency of bron- 
chial, parenchymal, and pleural inflammations, their 
nature, how they develop, and how they influence the 
clinical picture and operative mortality. Further con- 
sideration is given to the frequency of central necrosis 
and cavitation in carcinomas (59 cases), and the co- 
existence of tuberculosis in carcinomatous lungs (7 
cases). 

There are detailed presentations of the problems of 
bronchial obstruction with the infectious complica- 
tions of bronchitis, bronchiectasis, and pneumonia, 
and of the noninfectious sequela of obstruction, em- 
physema, atelectasis, and fibrosis. Abscess, gangrene, 
and cavitation are considered separately. 

In the clinical correlation, it was noted that three- 
fourths of the patients had fever, the severity of which 
was parallel with the inflammatory changes—not with 
tumor necrosis. A similar parallelism was noted with 
the tendency to leukocytosis. On the other hand, the 
elevated sedimentation rate noted in 91 per cent of the 
cases seemed not to be a function of inflammation. 

—Leonard D. Rosenman, M.D. 


Evaluation of the Operative Risk in Pulmonectomy; 
Further Experiences with the Test of Bronchial 
Blockade and the Intraoperative Two-Stage Block- 
ade of the Main Bronchus and the Pulmonary Ar- 
tery (Zur Beurteilung des Operationsrisikos bei Pneu- 
monektomie; Weitere Erfahrungen mit dem Bron- 
chusblockadetest und der intraoperativen zweistufigen 
Blockade von Hauptbronchus und Arteria pulmonalis). 
M. and E. STRAHBERGER. Langenbecks Arch. u. 
Deut. Sschr. Chir., 1954, 278: 388. 


Cardiopulmonary interrelations after pulmonec- 
tomy can be imitated by the application of Maurath’s 
blocking instrument to the main bronchus of the dis- 
eased lung and concurrent determination of arterial 
oxygen saturation with Brinkman’s reflection oxym- 
eter. This test of bronchial blockade was applied by 
the authors in 100 elderly patients with bronchial 
carcinoma. 

The routinely employed, so called “combined, two- 
stage intraoperative blockade of the main bronchus 
and the pulmonary artery” furnishes valuable infor- 
mation because a return of the degree of oxygen sat- 
uration close to the original level may be considered 
a favorable prognostic sign. Pulmonectomy can also 
be performed if, after blockade of the main bronchus, 
the oxygen saturation remains on a constant, lower 


level which does not change after additional arterial 
blockade; however, in such cases intensified tracheo- 
bronchial secretion, cyanosis, and a pre-edematous 
condition may be expected. The prognosis is unfavor- 
able if after arterial blockade a progressive fall of the 
oxygen saturation is recorded. 

Determination of arterial oxygen saturation after 
blockade of the involved lung demonstrated function- 
al accommodation of the controlateral lung in 55 
cent of the authors’ series. In cases in which the test of 
bronchial blockade failed to demonstrate such adap- 
tation of the normal lung, the two-stage blockade of 
the main bronchus and the pulmonary artery was 
employed to appraise the adaptability of the cardio- 
respiratory system. — Joseph K. Narat, M.D. 


HEART AND PERICARDIUM 


Safe Conduct of the Patient Through Cardiac Sur- 

ery; with Special Reference to Diseases of the 

Mitral and Aortic Valves. H. Brack and D. E, 
Harken. N. England J. M., 1954, 251: 45, 85. 


AFTER DECADES of sporadic though brilliant attempts 
at cardiac surgery, intense activity in this field in the 
past 8 years has resulted in many new surgical accom- 
plishments. The principles presented are based on ex- 
tensive. experience with patients undergoing cardiac 
surgery during the past 7 years. 

Valvuloplasty for the correction of mitral stenosis 
has been the most common procedure. It should be 
emphasized that this must be a team project shared 
by the surgeon with the cardiologist and anesthesiol- 
ogist, each of whom will be called on to make im- 
portant contributions. In the immediate preoperative 
period, over-digitalization has been far more common 
than insufficient dosage, particularly when one of the 
refined and potent forms of digitalis (predominantly 
digitoxin) has been employed, for with these agents 
the warning symptoms of gastrointestinal disturbance 
that characterize digitalis-leaf toxicity may be absent. 
In their place, direct myocardial toxicity is the first 
evidence of overdosage; this is manifested by ventri- 
cular extrasystoles, impaired atrioventricular conduc- 
tion, or alterations in the pacemaker. These warnings 
of myocardial irritability must be heeded if the surgeon 
wishes to avoid dangerous arrhythmia at the time of 
operation. In addition, since hypokalemia potentiates 
the toxic properties of digitalis, the administration of 
potassium chloride in doses of approximately 3.0 gm. 
a day is indicated in this situation even though the 
serum level is within normal limits. All patients who 
are to undergo a valvuloplasty are digitalized, even 
though it has not previously been required and normal 
sinus rhythm is present. The routine prophylactic use 
of quinidine or procaine before or during operation is 
contraindicated because of the undesirability of de- 
pressing the myocardium. Hearts depressed by such 
drugs go into arrest more frequently. 

There are two fundamental types of electrolyte 
pattern before the operation in the cardiac patient. 
The majority of patients studied have normal or high 
stores of sodium. In addition the total body water is 
almost invariably increased. A few patients—generally 
those who have been in severe congestive heart failure 


requiring prolonged sodium restriction and vigorous 
mercurial diuresis—constitute the other group mani- 
festing an actual depletion of sodium stores. ‘The pre- 
operative finding of hyponatremia is a particularly 
ominous sign. A few such patients have been brought 
to and through the successful correction of their val- 
vular lesions. The management of this electrolyte 
problem consists of continued salt restriction, limita- 
tion of fluid to from 1,000 to 1,500 c.c. a day to avoid 
serum dilution, and daily weighing of the patient. The 
urinary sodium concentration should also be measured. 
If it is elevated to more than 30 milliequivalents per 
liter there is an unregulated salt loss through the 
kidneys; however, if the urinary sodium is below 25 
milliequivalents per liter, with a low serum sodium, 
the conservation by the renal tubules may be con- 
sidered normal. In most of the patients showing pre- 
operative hyponatremia, attempts to correct the situa- 
tion by oral or intravenous infusion of saline solution 
have been futile. Ideally, the total exchangeable so- 
dium should be measured to elucidate these problems, 
but this is rarely possible in practice. However, some 
general rules can be applied. ‘Thus, if the patient with 
hyponatremia has not responded preoperatively to the 
regimen discussed, a single test dose of 250 c.c. of 3 
per cent sodium chloride should be given. The body 
weight and serum sodium concentration are followed 
closely for 72 hours. If the concentration rises and the 
patient does not gain weight or form new edema, a 
true sodium deficiency may have been present. Under 
such circumstances a few days of oral sodium supple- 
mentation with continued fluid restriction may pro- 
duce further improvement. Any repetition of such an 
intravenous dose preoperatively, however, is danger- 
ous. It is preferable to delay operation until the serum 
sodium level reaches 130 milliequivalents per liter or 
more. The administration of cortisone in this situation 
has not been found effective. The judicious use of 
diuresis is of utmost importance. The patient should 
be brought down to a minimum weight. Even patients 
with no obvious edema are given a dose of 1 c.c. of 
mercuhydrin early in the preoperative period. If the 
patient has a marked response to the first dose of the 
mercurial diuretic it should be repeated at intervals 
of 48 to 72 hours until the “optimal dry weight” has 
been reached. It may be that elastic stockings will 
augment mercurial diuresis. Furthermore, such stock- 
ings are routinely used to prevent stagnation in the 
deep venous system. In patients who have definite 
enlargement of the liver, operation has been delayed 
for at least 2 week or 10 days for rest and preparation. 
The liver prou.te is obtained and the patients are placed 
on a high carbohydrate, low fat diet, with vitamin B 
supplements in addition to choline, methionine, inosi- 
tol, and folic acid. This period of preparation has 
reduced the liver complications in the postoperative 
period. Forty-eight hours before operation the paren- 
teral injection of penicillin is begun. This is supple- 
mented by aerosol penicillin and streptomycin in 
patients with mitral stenosis in whom chronic pul- 
monary suppuration is present. 

The optimal balance between oxygen transport and 
blood viscosity is found when the hematocrit is below 
80 per cent for infants, 70 per cent for children, and 
60 per cent for young adults. Phlebotomy may be done 


SURGERY OF THE THORAX 563 


if the hematocrit exceeds these values. In general, 
whenever there is evidence of significant valvular 
obstruction, its relief is indicated despite the suspicion 
of active rheumatic carditis. Sedimentation rates, anti- 
streptolysin titers, and low grade febrile courses have 
all proved to be unreliable indexes of rheumatic 
activity. Dramatic improvement almost invariably 
follows the relief of significant mitral stenosis even in 
cases in which the evidence is very suggestive of active 
carditis. In more than 700 cardiac operations on pa- 
tients with rheumatic heart disease there have been 
only 3 overt cases of reactivation of rheumatic carditis 
in the immediate postoperative period. A significant 
number of patients with subacute bacterial endocar- 
ditis have undergone successful, uncomplicated val- 
vuloplasty within several weeks of control of the blood 
stream infection. Although operation would not 
knowingly be undertaken in the face of such an in- 
fection the mere existence of a low grade fever pre- 
operatively should not delay surgical correction in the 
patient obviously needing it. 

The general mental attitude of patients facing a 
cardiac operation cannot be overemphasized. They 
should approach the procedure with confidence and 
expectation of success. This attitude is best obtained 
with kindness and warmth on the part of the physicians 
and nurses in attendance. In addition, the patient’s 
apprehensions are often allayed if he talks with others 
who are convalescing from a successful operation. It 
is vital that a minimum of anesthetic agent be used; 
there has been ample evidence that cardiac arrest in 
diastole results when more than minimal amounts are 
given. Pentothal (100 to 200 mgm.) is given intra- 
venously, followed by nitrous oxide, oxygen, and 
ether, with curare for intubation. Cyclopropane has 
been discontinued because of its tendency to increase 
cardiac irritability. Ventilation can be achieved most 
reliably by the use of a mechanical assistor. The 
sponge-weight method for the determination of blood 
loss has demonstrated its value, but it was found that 
the measured loss was usually exceeded by at least about 
500 c.c. The major problems of the intraoperative 
phase are cardiac irritability, ventricular fibrillation, 
and cardiac arrest. Safety lies in prevention rather than 
treatment. The use of local anesthetics on the inter- 
costal nerves before the ribs are spread helps prevent 
neurogenic cardiac irregularities. Hypotension is cor- 
rected by the control of tachycardia, with vasocon- 
strictors, and by blood replacement, intravenously or 
intra-arterially. Much cardiac irritability can be 
corrected preoperatively by the regulation of the 
digitalis dosage. If irritability does not disappear 
spontaneously, from 75 to 100 mgm. of procaine amide 
(pronestyl) may be given intravenously. Additional 
doses may be given after an interval of 5 to 10 minutes. 
When ventricular tachycardia becomes ventricular 
fibrillation, some method of bringing the heart into 
standstill and then initiating a co-ordinated beat is 
necessary. Successful efforts have followed the intra- 
cardiac injection of procaine (10 c.c. of 1 % solution) 
or potassium chloride (10 milliequivalents in 10 c.c.) 
to produce standstill. This is followed by vigorous 
manual systole to maintain the circulation until an 
adequate heart beat is restored. Calcium chloride 
(10 c.c. of a 10% solution) has proved to be the most 
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reliable agent for reviving the arrested heart. Com- 
pression of the descending aorta helps to maintain the 
vital cardiac and cerebral circulation. ; 

Electric defibrillation is employed only when the 
simple measures described have failed, since not a 
single case has survived defibrillation by this means. 
Fewer than 1 or 2 per cent of human hearts that have 
gone into persistent ventricular fibrillation have been 
satisfactorily defibrillated with ultimate survival of 
the patient. Uncomplicated cardiac arrest is a different 
and simpler problem. Simple measures are generally 
effective. The anesthetic agent is immediately washed 
out by hyperventilation with 100 per cent oxygen, and 
gentle intermittent cardiac compression is instituted. 
This alone frequently restores the beat. If actual arrest 
persists, 6 to 10 c.c. of 10 per cent calcium chloride is 
injected directly into the left ventricle and stroked 
into the coronary circulation. This may be repeated, 
or 1.0 c.c. of epinephrine (1 to 1,000 solution) diluted 
with 10 c.c. of saline solution may be used similarly. 
With this routine, resuscitation and survival are the 
rule. 

If cardiac arrest occurs when the chest is closed or 
in patients not under anesthesia one must consider an 
acute coronary occlusion, a pulmonary embolus, and 
vagal arrest as etiologic agents. The electrocardiogram 
is useful in determining the actual state. Stimulation 
of the heart through the intact chest wall with a 
needle will revive the spontaneous beating of many 
hearts suffering from vagal arrest. Calcium chloride 
and epinephrine solutions may be injected in the ap- 
propriate dilution. If the arrest is not corrected by 
these simple measures and overdosage of an anesthetic 
or drug can be definitely incriminated, the chest and 
pericardium must be opened and manual systole insti- 
tuted. A great deal of harm may be done by the indis- 
criminate use of open thoracotomy and manual 
systole. In valvular surgery on the left side of the heart 
one of the most important sources of morbidity and 
mortality is embolization. Flushing of the atrium be- 
fore the finger is inserted and the introduction of a 
large bore suction tip within the chamber will remove 
many friable clots from the blood stream. In addition, 
the circulation to the brain is interrupted in all 
patients with mitral stenosis who are over the age of 
35 and who are fibrillating or who have demonstrable 
calcium in their valves. This flushing and suction are 
also carried out in all operations for aortic stenosis. To 
this end, rubber dam drains are passed about the right 
innominate, left common carotid, and left subclavian 
vessels. During the dangerous portions of the intra- 
cardiac maneuver the circulation to the brain is 
interrupted by kinking of these vessels at their origins. 
The period of occlusion should be limited to 1 minute. 
It appears unlikely that embolism during surgery will 
ever be entirely eliminated in patients with clotted 
atria and calcified valves. 

Postoperatively, the patient is maintained in Fow- 
ler’s position regardless of the presence or absence of 
detectable peripheral blood pressure. Oxygen should 
be administered by means of the nasal catheter for the 
first 24 hours. It may then be discontinued if its omis- 
sion does not result in an elevated pulse or respiratory 
rate, or both. In many of the poor risk patients it is 
best to continue oxygen for 4 or 5 days. Oxygen masks 


are not used because of the discomfort to the patient 
and the impracticability of keeping them in proper 
functioning position. Oxygen tents have also been 
abandoned because of the well known difficulty of 
maintaining a satisfactory concentration of oxygen. 

At the end of the operation 1,000,000 units of 
penicillin and 1 gm. of streptomycin are placed in the 
pleural space. Procaine penicillin G is given by the 
intramuscular route for 7 to 10 days. Elastic stockings 
are applied postoperatively on all patients to reduce 
venous stasis and thus the danger of pulmonary 
emboli. Postoperative pain from trauma to the inter- 
costal nerves can be reduced by crushing two nerves 
above and two below the incision at the time of 
operation. Morphine is administered in sufficient 
dosage to allow the patient to cough cumfortably, but 
depressive amounts are avoided. The patient with 
pulmonary vascular congestion secondary to heart 
disease has an even greater tendency to atelectasis 
than the average patient after a thoracic operation. 
Frequent coughing or nasotracheal suction or bron- 
choscopy may be necessary. 

Early ambulation should be practiced except when 
the patient’s age, cardiac status, or general condition 
is a contraindication. After a cardiotomy in the left 
ventricle the patient is kept at bed rest for 2 weeks and 
treated as though he had had a myocardial infarction. 
Within a few days of operation, breathing exercises 
and arm raising are practiced. Hypotension may be a 
problem immediately after the operation. Too often, 
drainage of blood from the chest tube is overlooked; 
determination of its hematocrit serves as a guide to 
replacement. In addition, it may be necessary to ad- 
minister norepinephrine. This agent should not be 
injected into a limb that has had a previous arterial 
infusion as skin slough from arterial spasm may occur. 
Damaging peripheral constriction may occur, how- 
ever, even in the absence of a previous arterial cut- 
down. If administration results in blanching and cold- 
ness of the extremity the use of another extremity or a 
change to neosynephrine (given intramuscularly) is 
indicated. 

In some patients, despite the most careful tracheal 
suction, high fever may occur, and in such cases 
aspirin by mouth, rectum, or vein is indicated to elim- 
inate the tachycardia of hyperthermia, which may 
impose an undesired burden on the myocardium. 
Nicotinic acid in an infusion may help produce a cool- 
ing vasodilatation. Dehydration must also be con- 
sidered as a possible cause of this condition. Experience 
with hyperpyrexia resulting from other lesions of the 
central nervous system suggests that the administra- 
tion of compound F or cortisone may be effective in 
reducing the temperature. The previously determined 
maintenance dosage of digitalis must be given during 
the morning of operation and continued without in- 
terruption. Parenteral administration is employed . 
whenever there is any question of intestinal absorp- 
tion. In a significant number of patients rapid fibrilla- 
tion will develop either during operation or shortly ~ 
thereafter. This necessitates the supplementation of 
the maintenance dose of digitalis with short-acting 
preparations such as digoxin 70.25 to 0.5 mgm.) given 
orally or intravenously, or cedilanid (0.2 to 0.4 mgm.) 
given intravenously, or ouabain (0.1 to 0.2 mg.) given 


intravenously. If the apical rate remains above 120 
these agents are administered every 2 or 3 hours until 
slowing occurs. Prostigmine temporarily controls the 
rate. In cases with an uncontrolled rate in which the 
situation is unclear the use of the ultrashort-acting 
acetyl strophanthidin under careful electrocardio- 
graphic control may be helpful. From 0.2 to 0.4 mgm. 
of this agent are given intravenously, and the electro- 
cardiogram is followed up. Slowing of the cardiac 
rate is a clear indication for the supplementation of 
digitalis, but if evidence of myocardial toxicity is seen 
further digitalis is withheld. The usefulness of this 
agent lies in the fact that its effect is generally dissi- 
pated within half an hour. It is a dangerous drug, 
however, and must be used with great caution. A 
similar diagnostic test can be performed with digoxin, 
cedilanid, or ouabain. 

To all patients with mitral stenosis and regular 
rhythm and to all who have undergone a transventri- 
cular cardiotomy, quinidine (0.2 gm. every 4 hours) 
is given prophylactically after the operation. Heparin 
is administered, after operations for mitral stenosis, to 
patients with heavily calcified leaflets after the cor- 
rection of aortic stenosis, and when pulmonary em- 
bolization occurs postoperatively. Cerebral emboli 
have been reduced by obstruction of the circulation 
to the brain during the hazardous portions of valvulo- 
plasty. Problems of water and electrolyte imbalance 
are second only to cerebral embolization as sources of 
morbidity and mortality after operations on the mitral 
valve. There is frequently a marked fall in the serum 
sodium by the second postoperative day. After cardiac 
surgery all patients have been restricted to 1,500 c.c. 
of fluid per 24 hours until the usual spontaneous 
diuresis occurs on the third or fourth postoperative 
day. Indications for the intravenous administration of 
3.0 per cent sodium chloride are a dangerously high 
serum potassium, hyponatremia beyond the fourth or 
fifth day, or an acute depression of the plasma sodium 
to 120 milliequivalents per liter or below within 48 
hours of operation with associated symptoms. In in- 
tractable hypotension due to adrenal failure com- 
pound F given intravenously may prove life-saving. 
Quinidine prophylaxis is maintained for 6 weeks to 2 
months in all patients who were in normal rhythm 
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before operation. All patients with rheumatic val- 
vular disease receive oral penicillin prophylaxis after 
operation for prolonged periods. Good technical 
surgery is only an incident. Good medical care before 
the procedure and for long periods, even years, after- 
ward, is of vital importance.— Maurice F. Small, M.D. 


MISCELLANEOUS 
Diaphragmatic Retrocostoxyphoid Hernias (Les her- 
nies diaphragmatiques rétro-costo-xiphoidiennes). 
Rocer Even, Curist1AN Sors, and Coops. 
Presse méd., 1954, 62: 1302. 


Tuts stupy is based on 48 clinical cases of diaphrag- 
matic retrocostoxyphoid hernia collected from the 
French literature, among which were 4 personal cases. 
Twelve additional cases were observed at autopsy 
and 2 of these were strangulated. 

Retrocostoxyphoid hernias represent 3 to 5 per 
cent of all diaphragmatic hernias. This herniation 
occurs through Larrey’s space or in its immediate 
neighborhood, and in spontaneous cases occurs almost 
always to the right. It occurs in all ages and more fre- 
quently in males. 

These hernias are simple or mixed (gastrointestinal, 
epiplointestinal, or others). They may or may not be 
associated with clinical disturbances, which may be 
digestive, respiratory, or both. Roentgenologically 
they are revealed by an opaque or radiolucent (or 
mixed) shadow in the hemithorax, located anteroin- 
feriorly and varying with time. Usually, if they are 
not latent, they give rise to clinical and roentgenologic 
signs: gastric and intestinal types produce digestive 
disturbances and radiolucencies, epiploic and hepatic 
types give respiratory signs and opacification, and 
mixed forms result in mixed clinical signs and 
symptoms. Roentgenologic differentiations from 
pleuropericardial cysts and diaphragmatic deforma- 
tions are easy after pneumoperitoneum is produced 
and barium is introduced into the colon and stomach. 

Except for the hepatic types, surgical cures can be 
obtained even in the epiploic types which strangulate 
easily or may mask a gastrointestinal type. 

— Jonas Brachfeld, M.D. 
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Massive Gastrointestinal Bleeding; Study of 296 Pa- 
tients at City Hospital of Cleveland. M. Artix and 
F. A. Simeone. Arch, Surg., 1954, 69: 355. 


THE PRESENCE of massive hemorrhage was deter- 
mined by the following criteria: 

1. Clinical evidence of hemorrhagic shock 

2. Syncope related to hematemesis or melena of 
more than 1 liter (estimated). 

3. Continued blood loss during the period of 1 
week, at no time sufficient to cause syncope or shock, 
but enough to cause a hematocrit reading below 25 
per cent and a hemoglobin concentration below 8 
gm. per 100 c.c. 

On the basis of these criteria, 296 of 442 patients 
were Classified as having had massive gastrointestinal 
bleeding. Twenty per cent of these patients had red 
cell counts of between 3 and 5.1 million, and hemo- 
globin concentrations of between 10 and 17 gm. They 
were, nevertheless, considered to have had massive 
hemorrhage by the criteria described. 

Of the 296 cases studied, 138 were secondary to 
benign ulcer of the duodenum or stomach, and 68 
were secondary to esophageal varices. There was a 
preponderance of men over women of 3.5 to 1 and of 
whites over negroes of 5 to 1. 

Only 50 patients were operated on, with a mor- 
tality of 24 per cent. The mortality among those treated 
without operation was 43 per cent. Thirty-eight 
deaths among the latter occurred during the first 
48 hours after admission. The surgical mortality 
among the patients operated on within 3 days after 
admission was 2 of 9; the treatment in these 2 pa- 
tients consisted only of the injection of the esophageal 
varices with sclerosing solution. 

There is no advantage in delaying operation once 
the indications are clear and proper preoperative 
preparations have been made. Death was attributed 
to hemorrhagic shock in 99 of the 118 patients who 
died. 

In this small group of surgically treated patients, 
there was no significant difference between the mor- 
tality rate of the group who were less than 50 years 
of age and that of those more than 50 years of age. The 
data suggest that postponement of operation is a 
more important factor than age alone in affecting 
the surgical mortality. —Samuel Kahn, M.D. 


Regenerative Power of the Gastric and Duodenal 
Mucosa (Die Regenerationskraft der Magen-Duode- 
nalschleimhaut). Victor HorrMann. Langenbecks Arch. 
u. Deut. schr. Chir., 1954, 278: 409. 


EXPERIMENTAL DATA are Cited on the specificity of re- 
generation and differentiation into mature mucosal 
elements following the experimental production of gas- 
tric and duodenal ulcer. Despite much experimental 
work to the contrary, the author states that, in practice, 
healing with complete restorative regeneration has 
never been proved. The so-called “healed ulcer’ 
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actually does not exist, in the sense that perfectly nor- 
mal mucosa is never restored. Deep ulcers heal by 
contraction of scar and rolling of the edges; single- 
layer or flattened-layer epithelium overgrows the more 
shallow ulcers. Since blood supply comes essentially 
from the serosal side, the mucosa is the first portion of 
the mural structures to erode, and the last to be re- 
vascularized. Muscularis is replaced only by scar 
tissue, not by regeneration of muscle. 
—RHarold Laufman, M.D. 


Acute Hemorrhage in Peptic Ulcer. C. HotTen and 
INGEBORG NIELSEN. Acta med. scand., 1954, 150: 139. 


THE CASE MATERIAL of massive hemorrhage from gas- 
tric and duodenal ulcer for the years from 1938 to 
1950 is presented. It comprises 397 individuals, with 
502 acute hemorrhagic episodes. 

Severe anemia could be found in cases of hemor- 
rhage of short duration, although the average dura- 
tion in the cases in which anemia of 40 per cent or 
less developed was 18.7 days, against the over-all 
average of 14.7 days. 

Ninety-two of 364 patients in whom x-ray examina- 
tion was undertaken at the time of bleeding presented 
no signs of ulcer. The over-all mortality in bleeding 
from an ulcer was 6.8 per cent. The relative frequency 
of duodenal to gastric ulcer was 3.1, although no 
significant difference between the mortality from 
bleeding gastric or duodenal ulcer could be found. 

The principles of treatment are outlined, and the 
indications for and against operation are discussed. 
The importance of the age factor is stressed, there 
being an increasing mortality with increase in age. 

The occurrence in this material of 2 cases with acute 
bleeding in which cerebral lesions were found, is re- 
corded. One case was apparently due to a hypophysial 
tumor making an impression on the floor of the third 
ventricle; in the other case diffuse atrophy of the 
brain was present, ependymitis granularis being pres- 
ent simultaneously at the posterior part of the left 
hypothalamus. —Ely Elliott Lazarus, M.D. 


Severe Hemorrhage in Presumed Peptic Ulcer; Sur- 
ical Treatment in the Absence of a Demonstrable 
esion. R. K. Giicurist and Newron Cuun. Arch. 

Surg., 1954, 69: 366. 


OF 140 patients with peptic ulcer, in whom gastric re- 
section was done, 11 were operated upon for severe 
hemorrhage. In 5 of these 11 patients, no source of 
bleeding was found at exploration. These 5 cases are 
reported. 

The possibility of high cardiac lesions must be en- 


tertained in cases of unexplainable gastric hemorrhage. ° 


In 3 fatal cases there were bleeding areas in the gastric 


mucosa, 3.5 to 7 cm. from the esophagus. The necessity . 


of ruling out such lesions is evident. The anatomic 
basis for the profuse bleeding in superficial ulcers and 
erosions is found in the extensions of these lesions into 
the intensely vascular submucosal and mucosal 
plexuses. 
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The definition of massive bleeding and the necessity 
for surgical intervention are shock, syncope, and rate 
of blood loss requiring more than 1.5 liters’ replace- 
mentin 24 hours, a fallin the red cell count to 2,500,000 
or less, and a reduction to 60 per cent or less in cir- 
culating red cell volume. Such patients should have 
rapid transfusions with whole blood to abolish shock, 
and to return the blood values to normal before surgi- 
cal intervention. However, if bleeding recurs, or if 
there is failure to stabilize with transfusions, immediate 
exploration is indicated. Early exploration is impera- 
tive in patients who are over 45 years of age. 

Exploration in cases of peptic ulcer with massive 
bleeding usually discloses the bleeding site. On ex- 
ploration for a source of bleeding which is not evident, 
the clots are removed from the distended stomach 
through a gastrotomy incision, extending to within 7 
cm. of the esophagus. Careful search of the accessible 
mucosa should be made. If no bleeding source is 
found, the entire stomach is mobilized by freeing both 
curvatures and ligating all vessels, permitting a down- 
ward displacement of the fundus. This allows visualiza- 
tion and palpation of the entire mucosal surface. With 
failure to demonstrate a definite bleeding source, a 75 
to 80 per cent resection is done. If peptic erosions are 
present, an infradiaphragmatic vagotomy is performed 
at the same time. 

Should massive hemorrhage occur after resection, 
reoperation is advisable. At this time, the remaining 
stomach is resected except for a narrow 1.5 cm. cuff, 
the mucosa of which can be easily visualized. In one 
known case, such reoperation and resection resulted in 
cessation of bleeding, in spite of the lack of any 
demonstrable bleeding lesion in the segment of stomach 
resected at the second operation. 

—Samuel Kahn, M.D. 


The Billroth II Resection for Gastric and Duodenal 
Ulcer; Immediate and Late Results. Lars TROELL. 
Acta chir. scand., 1954, 108: 25. 


‘THE AUTHOR reviews his personal series of 749 patients 
with gastric or duodenal ulcers treated during the 
period from 1940 through 1949 in the Karolinska 
Institute, Stockholm. There were 599 males and 150 
females, the majority of them being 25 to 50 years of 
age. Five hundred and forty-nine had duodenal ulcer, 
159 had gastric ulcer, and the remainder had duode- 
nal and gastric ulcers (13), stoma ulcers (27), and 
gastritis (1). In 84 per cent the duration of symptoms 
was at least 3 years at the time of operation; only in 
5 per cent was it 1 year or less. Approximately half 
the patients had undergone prior medical cures; 83 
had surgery because of penetration, stenosis, repeated 
hemorrhages, failure to heal under medical therapy, 
or at the request of the patients themselves. With the 
Billroth II procedure the mortality was 2.4 per cent; 
about one-third of the deaths were due to leakage of 
the duodenal stump. 

The occurrence of postoperative retention was in- 
vestigated in 627 patients who had undergone resec- 
tion with retrocolic gastroenterostomy. The incidence, 
both mild or severe, amounted to about 40 per cent, 
but only in 9 cases was it of such nature as to require 
secondary operation. Follow-up studies (3 to 12 years) 
revealed that the incidence of severe and relatively 
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severe postprandial symptoms following resection was 
15 per cent in male patients and 22 per cent in fe- 
males. In this respect there was no difference between 
gastric and duodenal ulcers in males, but in females 
the incidence was twice as high in duodenal as in 
gastric ulcer. There was no demonstrable correlation 
between the extent of the gastroenterostomy and the 
incidence of postprandial symptoms. Each of the eight 
stomal ulcers in this series occurred in males after 
resection for duodenal ulcer. On the basis of these 
results the author suggests that at least 2, preferably 
3, medical cures without definite healing should be 
required as an indication for operation in uncompli- 
cated chronic ulcers. It is preferable to avoid opera- 
tion in allergic patients and in patients with preopera- 
tive postprandial symptoms—especially if they are 
females. 

Troell summarizes his results of the Billroth II 
operation per 100 patients, as follows: there were 3 
deaths in connection with the operation; 2 deaths 
occurred later as a result of other diseases; 4 patients 
cannot be traced at follow-up; 1 patient has recur- 
rence of ulcer; 3 patients have severe postprandial 
symptoms and reduced working capacity; and 87 pa- 
tients are improved. —Edwin Ff. Pulaski, M.D. 


Fatal Late Complications of Ulcer Surgery (Die 
toedlichen Spaetkomplikationen in der Ulcuschirurgie). 
R. KueH7mayer. Langenbecks Arch. u. Deut. Xschr. Chir., 
1954, 278: 477. 


Although the so-called technical mortality from gas- 
tric resection is 1.5 per cent in the author’s series, the 
late mortality is 5.2 per cent for patients on whom a 
Billroth I operation was done, and 6.9 per cent for 
those who were subjected to a Billroth II procedure. 
Hospital deaths as a rule are due to such complications 
as pneumonia, cardiac conditions, embolism, or septic 
phenomena. 

A compilation was made of the causes of death of 
patients who underwent gastric resection in the 18 
year period from 1934 to 1952. In this group there 
were 363 deaths. Of those deaths reiated to the surgical 
disease, 40 were due to recurrent ulcer, 40 to carci- 
noma of the gastric stump, 22 to pulmonary tubercu- 
losis, 19 to gallbladder disease, and 6 to ileus from 
adhesions. These cases constituted roughly one-third of 
all deaths; the other two-thirds were due to diseases 
unrelated’ to either the surgical disease or the oper- 
ation. 

Of the 40 deaths from recurrent ulcerative disease, 
16 followed gastroenterostomy and 22 followed Bill- 
roth I or II procedures. However, there had been 309 
Billroth operations and only 54 gastroenterostomies , 
performed. Thus, the incidence of death from recur- 
rent ulcer was 6.9 per cent following Billroth resections 
and 35 per cent following gastroenterostomy. 

Recurrent ulcers were anastomotic in 38 of the 40 
patients (92%). The other 2 ulcers were in the duo- 
denum, and followed Billroth procedures. Ten of the 
patients with anastomotic ulcer had gastrocolic fis- 
tulas; 8 perforated, 4 bled. 

The time interval between primary operation and 
secondary surgery for recurrent ulcer, or death from 
the complication, was between 1 and 5 years in 11 
cases, 5 and 10 years in 7 cases, 10 and 20 years in 15 
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cases, 20 and 30 years in 6 cases, and 32 years in 
1 case. 

The relationship between pulmonary tuberculosis 
and gastric resection is based on the high rate of exacer- 
bations of the pulmonary lesion in the first 6 months 
following surgery. The difficulty in determining quies- 
cence of a pulmonary lesion is stressed. 

The patients who died of carcinoma of the gastric 
stump may have had carcinoma at the time of primary 
gastric surgery. The relationship between gastric sur- 
gery and gallstones is not definite, although it is possible 
that gallstones may have gone unrecognized at the 
time of surgery. Also, dissection to excise the ulcer or 
to free the duodenum may be followed by stenosis of 
the common duct. ~ —RHarold Laufman, M.D. 


Carcinoma of the Gastric Stump as a Late Problem in 
Ulcer Surgery (Das Magenstumpfcarcinom als 
Spaetproblem der Ulcuschirurgie). Rospert KuEHL- 
MAYER and OTTOKAR RokITANsky. Langenbecks Arch. u. 
Deut. Kschr. Chir., 1954, 278: 361. 


IN ORDER to determine the true incidence of carcinoma 
of the gastric stump following surgery for ulcer, it 
would be necessary to recall all living patients oper- 
ated upon, as well as to know the cause of death of all 
patients who died. Since neither of these methods was 
feasible, the present study was based upon autopsy 
records only. The incidence of carcinoma following 
gastric surgery was compared with that in the general 
autopsy material on cases not operated upon during 
the 18 year period from 1934 to 1952. 

Carcinoma of the stomach was found in 5.9 per cent 
of unoperated upon patients coming to autopsy. The 
peak incidence was between 50 and 80 years of age, 
and the ratio of men to women was just under 2 to 1. 
Of 363 patients with previous ulcer surgery, the inci- 
dence of stump carcinoma was 10.6 per cent following 
gastric resection and 12.9 per cent following gastro- 
enterostomy; however, in the age group of 40 to 50, 
the percentage was 21 per cent as compared with 7 
per cent in the group not subjected to operation. The 
ratio of men to women in the group operated upon 
was about 7 to 1. 

The largest majority (82%) of patients with stump 
carcinoma lived 5 to 25 years after surgery. Only 6 per 
cent lived less than 5 years and 12 per cent more than 
25 years. These figures are rather astounding, and 
imply that in a large number of cases the carcinoma 
must have arisen after surgery was done. 

Attempts to correlate the incidence of gastric stump 
carcinoma with the type of operation performed 
(Billroth I, II, or gastroenterostomy) resulted in no 
significant information. 

Comparison of the incidence of carcinoma of the 
upper areas of the stomach (fundus and cardia) in 
patients who were not operatively treated with that in 
patients who had undergone resection showed a ten 
times higher incidence in the resected group. One 
obvious deduction might be that the surgery predis- 
posed to the malignancy, but this is unlikely. Another 
is the possibility that malignancy was present, but un- 
recognized at surgery. A third deduction is the co- 
existence of a small silent malignant lesion in the 
stomach together with a duodenal ulcer, the latter 
providing the indication for surgery. A fourth is the 


possible malignant degeneration of recurrent anasto- 
motic ulcer. A fifth is the origin, de novo, of carcinoma 
in the gastric stump at some time postoperatively, 
without a previous ulcer, perhaps related to the relative 
anacidity resulting from a four-fifths resection. 

The prognosis of stump carcinoma is poor. Gastro- 
jejunal ulcers should be operated upon without delay, 

—Harold Laufman, M.D. 


Small Gastric Cancer. MANDRED W. Comrort, How- 
ARD K. Gray, MAtcoitm B. Dockerty, Rosert 
Gace, and Others. Arch. Int. M., 1954, 94: 513. 


THE RECORDS of 226 small gastric adenocarcinomas of 
4 cm. or less in greatest diameter, which were treated 
by resection at the Mayo Clinic in the years 1940 to 
1945, inclusive, have been reviewed. These small gas- 
tric cancers composed one-fourth of all gastric cancers 
for which resection was performed in these years. 
Clinically they tended to simulate benign gastric ul- 
cer, and their malignant nature was recognized roent- 
genologicaiiy in only about one-third of the cases, 
Most important, the hospital mortality rate was lower 
and the 5-year survival rate higher for these small 
lesions than for those of all sizes. ‘This numerically 
large segment of the resectable gastric cancers, diffi- 
cult to distinguish from benign ulcer, offers a better 
and a more encouraging prognosis than resectable 
gastric cancer in general. 

Several interesting and important facts evolved 
when these small gastric cancers were divided into 
four subgroups according to size, and the data were 
studied. 

The smaller the growth the lower the incidence of 
higher grades of malignancy; the lower the incidence 
of metastasis the higher the incidence of symptoms of 
ulcer type, the longer the duration of symptoms, and 
the higher the gastric secretory activity. 

The smaller the gastric cancer the more it lacked 
the roentgenologic features of malignancy and the 
less frequently was the malignant character of the 
ulcer recognized. 

Hospital mortality rates for small gastric cancer 
were less than those for gastric cancers of all sizes, 
and were of the same order as those for benign gastric 
ulcer. 

The smaller the gastric cancer the higher was the 
5-year survival rate. 

For small gastric cancers, 5-year survival rates were 
higher when the symptoms were of the ulcer type, or 
of long duration, or when gastric secretory activity 
was high than when symptoms were of the nonulcer 
type, or of short duration, or when gastric secretory 
activity was low. 

The hope that a small gastric cancer is more amen- 
able to therapy and entails a better prognosis than 
gastric cancer in general is clearly justified by the 
data obtained in the study of this series of 226 such 
cancers. 


The Technique of Our Method of Transabdominal 
Total Gastrectomy in Cases of Gastric Cancer. 
I. BorreMa. Arch. Chir. Neerl., 1954, 6: 95. 


Borrema has described a new method of total gastrec- 
tomy. With this technique it is unnecessary to open 
the pleural cavities and to make a supradiaphragmatic 


anastomosis between the esophagus and a segment of 
the jejunum. The use of the author’s plastic apparatus 
enables the surgeon to perform the operation by the 
transabdominal route so that thoracotomy is no longer 
necessary. The article is profusely illustrated. 
—Robert Turell, M.D. 


The Problem of Nutrition Following Complete Gas- 
trectomy. H. J. McCorkie and Harotp A, Harper. 
Ann. Surg., 1954, 140: 467. 


‘THE RECORDS of 36 patients who had undergone com- 
plete gastrectomy were evaluated, and from a post- 
operative nutritive standpoint it appeared preferable 
to maintain continuity between the esophagus and 
duodenum either by direct anastomosis or by inter- 
posing a segment of jejunum or colon. It is possible 
to maintain weight and activity in spite of the diffi- 
culties of alimentation and metabolism. 

In a series of 120 experiments on dogs it was ob- 
served that (1) alimentation time is decreased to less 
than one-half that of the normal controls; (2) the rate 
of absorption of amino acids was more rapid than in 
the controls; (3) in most instances, the totally gastrec- 
tomized animals remained in positive nitrogen bal- 
ance; (4) the absorption of glucose was accelerated 
after gastrectomy, but there was also a more rapid fall 
in the blood sugar levels; (5) the rate of absorption of 
fat was moderately increased; (6) anemia occurs fol- 
lowing total gastrectomy, but may be minimized by 
supplementary vitamin therapy; (7) in dogs, following 
total gastrectomy, good nutrition and weight were 
maintained if the animals could be given isoperistaltic 
continuity between the esophagus and duodenum and 
if they could be trained to eat slowly. 

—W. Foster Montgomery, M.D. 


Lymphosarcoma and Reticulosarcoma of the Stomach 
and Intestine (I linfo e reticolo-sarcomi dello stomaco 
e dell’intestino). PasguaLe Scarati. Policlinico, sez. 
chir., 1954, 61: 273. 


‘THE AUTHOR REPORTs on 9 cases of reticulocell sar- 
coma of the digestive tract observed at the Institute of 
Pathology and Surgery, Rome, from 1946 to 1952. 

Diagnosis of the condition is considered very difficult 
and the majority of patients are operated on with the 
diagnosis of carcinoma or ulcer. 

The ages of the author’s patients varied from 6 
years to 70 years. Four of the patients were males and 5 
were females. The stomach was most often involved in 
the females (4 out of 5). In the males, the lesions were 
in the stomach in 2 cases and in the jejunum in 2. 
Regional metastasis was present in 6 cases. 

Five of the 9 patients are living 7 years after sur- 
gery. The shortest follow-up has been for 1 year (the 
last case). Of the 4 patients who did not survive, the 
postoperative survival varied from 4 months to 1 year. 

Treatment consisted of ample resection followed by 
X-ray therapy. A review of the literature is presented. 

—Lucian 7. Fronduti, M.D. 


Diagnosis and Management of Acute Intestinal Ob- 
struction. CLARENCE J. BERNE and J. Howarp Payne. 
Surg. Clin. N. America, 1954, 34: 1403. 


INTESTINAL OBSTRUCTION is defined as a situation 
characterized by a cessation of the forward motion of 
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the fecal stream. Acute intestinal obstruction exists 
when any mechanism suddenly prevents most of the 
intraluminal fluid from passing the involved level of 
the intestine. Even in the absence of oral intake, as 
much as 5 liters of intestinal content will pass the 
upper ileum each day and most of this material re- 
turns to the blood stream upon reaching the lower 
ileum and right colon. This fluid may be looked upon 
as filtered blood. The blood protein elements are 
retained in the vascular system. 

Acute obstruction high in the small intestine is 
productive of early nausea and vomiting, severe fluid 
loss, and minimal distention. Acute obstruction of the 
colon below the dehydrating area may be character- 
ized as reservoir distention by gas and feces, a much 
less dynamic process symptomatically. Obstructions 
above the colonic reservoir will permit reservoir func- 
tion until the colon has been emptied, in its usual 
manner, of its normal contents. 

Simple obstruction is the pattern basic to all ob- 
structions. It consists of the intestinal tube obstructed 
at some level, open at the proximal end, and having 
an inflow of fluid laterally and of fluids and air 
proximally. Such a tube can regurgitate proximally 
and is thereby inherently partially decompressed. The 
lesion causing the obstruction is silent and can be 
typically an adhesive band. A second characteristic 
of simple obstruction is that it involves only the fecal 
stream; there is no initial obstruction of the blood 
stream passing through the bowel. As time passes and 
distention increases, hydraulic pressure disturbances 
develop. These are dependent upon intraluminal 
hypertension which compresses the vascular plexuses 
of the submucosa. Hypoxia of the intestinal muscula- 
ture results and leads to motor decompensation. 

Thirdly, a characteristic of simple obstruction is 
the accumulation of ingested substances in addition to 
those juices secreted above the obstructed segment. 
The most important of these substances is swallowed 
air. The increase in air volume continues until the 
obstruction is well developed. This phenomenon in- 
creases with the progress of colon obstruction, but 
radiologically seems to decrease in advanced obstruc- 
tions of the small bowel. The swallowed air is largely 
nitrogen and is a foreign body. The fluid accumulation 
consists of a mixture of ingested liquids and unab- 
sorbed secretions. The electrolyte content of the fluid 
is generally moderately hypotonic, but the range of 
electrolyte concentration varies widely. In acute ob- 
struction averages will show the sodium and chloride 
content of fluid of the small intestine to be about two- 
thirds isotonic, and the potassium content to be ap- 
proximately isotonic. Ingested fluids plus gastric, 
hepatic, pancreatic, and intestinal secretions may 
easily total over 10 liters per day, and yet at the time 
of death from ileac obstruction the intestinal fluids 
will usually not exceed 5 liters. 

A fourth characteristic of simple intestinal obstruc- 
tion is that the segment below the obstruction tends 
to function normally and empty itself. Thus, obstipa- 
tion as a feature of importance in diagnosis cannot 
be established early in the course of obstruction of the 
small intestine. 

Closed loop mechanisms markedly shorten the time 
necessary for the production of advanced pathological 
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changes. They differ basically from simple obstruction 
because the absence of an open proximal end pre- 
vents regurgitation. Strangulation is basically: and 
initially a compression of the veins which drain the 
involved segment. The venous occlusion, with the 
artery patent, determines that the blood flowing into 
the segment is caught in the loop and is lost from the 
circulation as effectively as if it had been lost by 
hemorrhage. In the case of large loops, this loss may 
easily be productive of severe systemic hemorrhage 
effects. The blood caught in the involved segment 
rapidly leaves the vessels. Having become interstitial, 
the blood passes through the serosa, permeates the 
peritoneal fluid, and provides the basis for peritoneal 
irritation and the accompanying clinical signs of dif- 
fuse abdominal tenderness and rigidity. The rapidity 
with which the process develops and the length of the 
segment of bowel determine the clinical features. 

Mesenteric vascular occlusion resulting from venous 
thrombosis is associated with a gradual onset and a 
disarmingly slow progression. As the thrombosis ex- 
tends and anoxia replaces hypoxia in the bowel wall, 
the resultant gangrenous process produces obstruc- 
tion. Mesenteric occlusions due to obstruction of 
arterial inflow by embolism, thrombosis, or unex- 
plained arterial spasm are much more sudden and 
severe. Major occlusions closely resemble severe 
strangulations, whereas minor occlusions are compati- 
ble with spontaneous recovery, usually masquerading 
under some other diagnosis. 

It is important to realize that the clinical features of 
acute intestinal obstruction are largely determined by 
the basic mechanisms of, and the reaction to, obstruc- 
tion rather than by the disease producing it. 

The authors presented a coordinated plan of con- 
current diagnostic and therapeutic procedures that 
should be instituted when intestinal obstruction is 
suspected. Early operation, with certain exceptions, 
is advocated as the treatment of choice in intestinal 
obstruction. The authors emphasized that decom- 
pensated mechanical obstruction may persist after 
surgical correction of the obstructing mechanism 
unless the intestine is emptied by aspiration. In ad- 
vanced intestinal obstruction, that is best accom- 
plished at the time of the operation. Their technique 
is well described. —Robert Turell, M.D. 


The Synchronous Combined Abdominoperineal Ex- 
cision in the Treatment of Rectal Cancer; Study of 
28 Cases (A excisio abdominoperineal combinada sin- 
crona no tratamento do carcinoma rectal; estudo sobre 
28 casos). MArto ANDRADE and E. Lia Basto. Clin. 
contemp., 1954, 8: 1. 


TWENTY-EIGHT patients with rectal cancer have been 
operated upon during the past 3 years, with use of the 
method of Lloyd Davies of the hospital of St. Marks, 
London, England, in 1939. The period of 3 years is, 
of course, much too brief to permit of generalizations 
with reference to recurrence and other aspects con- 
cerning the ultimate results. The authors therefore 
can give only the immediate results, together with 
their impressions with reference to the value of the 
surgical procedure here employed. 

With reference to immediate results, therefore, it 
may be stated at once that there was no immediate 


mortality. One patient died 17 days after the opera- 
tion of pulmonary embolism; 1 died 10 days after 
operation, of paralytic ileus, and a third patient died 9 
days after operation, of purulent peritonitis. These 
figures do not mean that the material was highly 
selected. Most of these patients were still fairly young 
and robust; nevertheless, the neglected character of 
their condition as a whole is evidenced by the fact 
that in 7 instances the rectovaginal septum was in- 
vaded, rendering its extirpation necessary, and in 4 
instances the tissues of the perineum were invaded, 
rendering dissection difficult. One patient survived 
for 2% years, 2 patients survived for 2 years, 12 for 
1 year, and 11 for less than 1 year. 

Of course, as in Davies’ work, the greatest pains 
were taken with preoperative preparation of the 
patient and postoperative care; however, when all the 
requirements are met, the technique is one that is 
excellently adapted to procure good immediate, and 
even ultimate, results where adequate surgical equip- 
ment is available and two surgeons can be associated 
(one to perform the perineal portion of the operation 
and the other to do the laparotomy) who are able to 
co-operate with one another to advantage. By this 
means the planes of cleavage can be found in col- 
laboration, the blood vessels can be more effectively 
ligated, and last but not least the operation can be 
essentially shortened with resultant lessening of shock. 

— John W. Brennan, M.D. 


Imperforate Anus with Rectovesical, Urethral, Vagi- 
nal, and Perineal Fistula. Witus J. Ports, WILLIAM 


L. Riker, and ArtHuR DEBorr. Ann. Surg., 1954, 140: 
381. 


THIs ARTICLE deals with 22 rectovaginal fistulas, 8 
rectourethral fistulas, 9 rectoperineal fistulas and 12 
rectovesical fistulas that were complicated by con- 
genital imperforate anus. 

Although 26 female infants had either rectovaginal 
or rectoperineal fistulas, not 1 had a rectovesical or 
rectourethral communication. Forty-one patients 
were admitted and operated upon during the neo- 
natal period; the remainder was seen at ages varying 
from 2 months to 7 years, during which time treat- 
ment had been given elsewhere. 

The authors discuss lucidly the diagnosis, pre- 
operative preparation, operative techniques for the 
various types of fistulas, postoperative care and com- 
plications, the mortality rate, and the results. The 
operations are well described and adequately illus- 
trated. 

Colostomies are rarely performed for congenital 
anomalies of the rectum largely as a result of the 
availability of antibiotics. A combined abdomino- 
perineal operation is used for patients with recto- 
vesical and rectourethral fistulas. For infants with 
rectovaginal or rectoperineal fistulas, the authors 
have devised a somewhat new operation that resulted 
in the formation of a near normal rectum. 

In the discussion, Ravitch called attention to 
Pott’s emphasis on preserving the sphincter and work- 
ing through its rather tiny orifice, which to him is the 
nub of the entire procedure and the most important 
single point. Also important is the making of a rela- 
tively small anal orifice which can be dilated, rather 


than a relatively large one that can never be satis- 
factorily closed. Dilatation of the new anal orifice by 
the mother with her little finger is of incalculable im- 
portance. —Robert Turell, M.D. 


LIVER, GALLBLADDER, PANCREAS, 
AND SPLEEN 


On the Dissolving Power of Lecithin and Bile Salts 
for Cholesterol in Human Bladder Bile. BjOrn 
Isaksson. Acta Soc. med. Upsaliensis, 1954, 59: 296. 


Tue Amount of cholesterol in human bladder bile is 
remarkably high. The bile salts have usually been 
regarded as the only component in bile with the power 
to dissolve cholesterol. Some authors, however, are of 
the opinion that the fatty acids are of greater im- 
portance in that respect. It has also been shown that 
lecithin enhances the capacity of the bile salts for 
dissolving cholesterol and that human bladder bile 
contains a large amount of lecithin. 

The present study is concerned with the degree that 
lecithin accounts for the cholesterol dissolving power 
of the system. From the experiments, it was seen that 
the bile salts alone are not sufficient to disperse the 
actual amount of cholesterol in normal human blad- 
der bile, that lecithin enchances the cholesterol- 
dissolving capacity of the different bile salts, and that 
it is an indispensable component for the dispersion of 
cholesterol in human bladder bile. 

Moreover it was found that the ratio of lecithin- 
bile salts system to cholesterol must be within the 
range of from 10 to 1 to 12 to 1 for bladder bile from 
patients with a normal bile tract, but for patients with 
gallstones the ratio is usually below that range. 
Different mixtures of prepared egg lecithin and syn- 
thetic conjugated cholic and desoxycholic salts were 
tested for their cholesterol-dissolving capacity. The 
best mixtures were found to be those with 35 per cent 
lecithin, or a little lower. Mixtures with the conju- 
gated desoxycholic salts were superior to those with 
conjugated cholic salts. No differences between the 
tauroconjugates and glycoconjugates were found. 
There were noted some influences of the px value. 

In some ways the results in this study were con- 
flicting with those of earlier investigators. The reason 
for this seems to lie in the fact that the present in- 
vestigation has been worked out with synthetic bile 
salts which are as pure as possible, and with lecithin 
and cholesterol preparations containing only negli- 
gible amounts of impurities. 

—Stephen A. Zieman, M.D. 


Pancreatitis. RoBERT M. ZOLLINGER, LUTHER M. Ke TH, 
Jr., and Epwin H. Exison. WV. England 7. M.. 1954, 
251: 497. 


IN ACUTE PANCREATITIS correct diagnosis is imperative 
since operation is contraindicated. The most useful 
diagnostic test is the blood amylase level which re- 
mains elevated for 2 or 3 days and is frequently not 
diagnostic by the third day. The amylase values of 
peritoneal fluid remain elevated from 2 to 4 days 
longer. 

Roentgenograms in acute pancreatitis may reveal 
gall stones, pancreatic calcification, or paralytic ileus. 
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Occasionally a pleural effusion in the left lower portion 
of the chest may be present. 

The aim of therapy in acute pancreatitis is to put 
the pancreas at rest and to relieve pain. Food should 
be withheld and gastric suction should be instituted 
to control abdominal distention and to remove gastric 
juice. Gastric juice in contact with duodenal mucosa 
releases a secretion which stimulates the pancreas. 
Atropine, banthine, and probanthine can be used tode- 
press both pancreatic and gastric secretion. Blood 
volume replacement is important. Twenty-eight pa- 
tients with acute and chronic pancreatitis showed an 
average whole blood volume deficit of approximately 
1,500 c.c. Antibiotics should be used as prophylaxis 
against secondary infection. Chlortetracycline and 
oxytetracycline are the antibiotics of choice because 
they are concentrated in bile. One gram of calcium 
gluconate a day given intravenously is required by 
patients with lowered calcium levels. Oral feedings 
should be withheld for at least 48 hours after sub- 
sidence of the symptoms. After recovery from the acute 
attack cholecystectomy and exploration of the common 
duct should be done. 

Most patients surviving acute pancreatitis will not 
have succeeding attacks, particularly if existent biliary 
tract disease is overcome. However, recurrent or 
chronic pancreatitis will develop in some, the criteria 
being three attacks, calcification on roentgenographic 
examination, or confirmation by biopsy. Medical 
management of these patients is usually futile, and 
surgical intervention is necessary. 

Sphincterotomy, vagotomy, partial gastrectomy, and 
biliary shunts all have a sound physiologic basis and a 
definite place in the management of chronic pan- 
creatitis. Clinical results obtained by direct retrograde 
anastomosis of the pancreatic duct to the jejunum 
have been encouraging. 

One hundred thirty-four cases of pancreatitis of all 
types were treated by the authors between January, 
1947 and January, 1954. The mortality was 12.6 
per cent. —Frederick W. Preston, M.D. 


MISCELLANEOUS 


Conservative Therapy of Intra-Abdominal Abscesses 
(Zur Frage der konservativen Behandlung intra-ab- 
domineller Abscesse). Kurt HoERHOLD. Chirurg, 1954, 
25: 252. 


PERIAPPENDICEAL abscesses are treated with the appli- 
cation of an icebag which is replaced by a hot water 
bottle as soon as acute symptoms have subsided. 
Inasmuch as orally or parenterally administered anti- 
biotics do not reach the abscess cavity, the author 
introduces a heavy gauge needle through the abdomi- 
nal wall into the abscess, aspirates the pus, and injects 
from 200,000 to 600,000 units of penicillin, with from 
1 to 2 gm. of streptomycin, into the abscess cavity. 
The procedure is repeated on 2 successive days. In 2 
cases a phlegmon of the abdominal wall resulted from 
the procedure. 

Pelvic abscesses in males are approached in a similar 
manner, through the rectum, while in female patients 
a paracentesis of the posterior vaginal wall is per- 
formed. The author accedes that equally good results 
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in women may be obtained by colpotomy, but in men 
he considers his method superior to incision of the 
rectal wall because the danger of hemorrhage or of 
injury of the urinary bladder is avoided. 

The method failed in 2 cases of subphrenic abscesses. 

Multilocular abscesses are not considered suitable 
for this type of therapy. If the pus is thick, heavy 
gauge needles should be used to avoid infection of the 
abdominal wall. If the pus is thin, the formation of a 
phlegmon can be avoided if instillation of antibiotics 
is followed by incision and drainage. 

— Joseph K. Narat, M.D. 


The Possibility of Preservation of Function in Vis- 
ceral Exenteration of the Pelvic Organs for Ad- 
vanced Cancer (Les possibilités de conservation fonc- 
tionnelle dans les exentérations viscérales pelviennes 

our cancers avancés). M. DarGENT. Helvet. chir. acta, 
1954, 21: 304. 


THE AUTHOR DIscussEs the indications and contraindi- 
cations for radical surgery in advanced cases of carci- 
noma of the pelvic organs (bladder, prostate, uterus, 
rectum) and describes techniques which permit the 
preservation of function of the anus even in partial or 
complete evisceration. 

Surgery of advanced carcinoma is, by definition, a 
mutilating operation, but it is justified in cases in 
which (1) it is the logical and most effective method 
of relieving severe pains or functional disturbances in 
the affected organs; (2) the situation of the patient 
will be not worse after the intervention than that 
which the spontaneous development of the disease 
would have brought about; (3) there is a remote 
chance of accomplishing a permanent cure. 

The operation should be avoided if the purpose 
can be accomplished by other means with less risk. 
This is true especially for advanced carcinoma of the 
prostate in which radiotherapy, hormone treatment, 
and palliative minor surgery serve the purpose better 
than radical operation. 


The same reasoning applies to advanced carcinoma 
of the bladder and rectum. If there are marked metas- 
tases in the pelvic lymph nodes and invasion of the 
adjacent organs, radical surgery is rarely justified. In 
advanced carcinoma of the rectum, deep roentgen 
therapy often alleviates the pains for 6 to 8 months, 
and simple permanent colostomy improves the gen- 
eral condition so much that treatment should be 
limited to these procedures. 

Practically all cases in which radical exenteration 
can be done successfully are advanced carcinomas of 
the cervix with involvement of lymph nodes and other 
pelvic structures. Brunschwig was the first one to show 
that these operations are possible and can give an 
acceptable functional result if the cases are selected 
judiciously. 

The author discusses in detail the different tech- 
niques of this operation. The intervention should be 
as conservative as possible. In many cases permanent 
colostomy can be avoided, and the distal portion of 
the rectum can be preserved. The carcinomatous 
infiltration involves nearly always the middle portion 
of the rectal ampulla. This part is resected, but in 
most cases it is possible to preserve a cylinder of the 
distal rectum of at least 6 cm. length. The posterior 
aspect of the rectum is then dissected and pulled up 
so that an end-to-end low sigmoidorectal anastomosis 
can be performed under protection of a temporary 
cecostomy. The author quotes cases in which, with 
this method, the patients survived for 2, 3, or 5 years, 

If the rectum is intact and only the bladder is in- 
vaded a cystocolpohysterectomy is performed, and 
the ureters are implanted in the intestine. 

Six cases of advanced carcinoma of the cervix with 
invasion of pelvic organs and lymph nodes are de- 
scribed in detail. One patient was well and free of 
metastases 15 months after the intervention, and one 
died 6 months after the operation of metastases in the 
liver and spleen. The other 4 patients died soon after 
the operation. — Werner M. Solmitz, M.D. 
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GYNECOLOGY 


UTERUS 


The Management of Carcinoma of the Corpus. JAMES 
A. CorscaDEN and Harotp M. M. Tove tt. Am. 7. 
Obst. Gyn., 1954, 68: 737. 


‘THE AUTHORS REPORT the results of treatment of cancer 
of the corpus in the Sloane Hospital for Women, New 
York, during the years 1938-1948 inclusive, a decade 
when the standard form of therapy was the intra- 
cavitary application of radium, followed by hysterec- 
tomy 6 to 8 weeks later. Their purpose was to study 
the results of treatment of cancer of the corpus, espe- 
cially treatment with radiation; to present some ob- 
servations having todo with the background of cancer; 
and to study certain factors which seem to influence 
the prognosis. Intracavitary application of radium 
was considered a partially satisfactory method of 
therapy for carcinoma of the corpus. The 5 year sur- 
vival rate was 33.3 per cent; 4 of these patients later 
succumbed to carcinoma. 

A small percentage of cancers of the corpus (5 to 10 
per cent) are very lethal, and metastases develop prob- 
ably before the condition is clinically manifest. 

Cancer of the corpus in most cases remains localized 
in the uterus for a long time and is cured either by 
operation alone or by intracavitary radium followed 
by operation. Early diagnosis is therefore desirable. 

In cancers of large size involving the whole endome- 
trium and enlarging the uterus, preoperative radium 
therapy apparently gives 5 year results that are su- 
perior to those following operation alone. 

A surprisingly high percentage of 5 year cures 
followed treatment of microscopic and gross metastatic 
lesions in the adnexa. 

In no case in which the disease had spread beyond 
the adnexa was a cure obtained. The more anaplastic 
tumors are the more actively growing tumors which 
have a higher mortality than the more differentiated 
tumors. The more anaplastic tumors penetrate deeper 
into the myometrium, and metastasize more frequently 
to the adnexa. The deeper the invasion of the tumor 
into the myometrium, the higher the mortality. Can- 
cers that show no response to irradiation are associated 
with a higher mortality rate than are those that do 
respond to irradiation. —Charles Baron, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Histochemical Studies on the Tubal Epithelium of the 
Woman (Ricerche istochimiche sull’epitelio tubarico 
della donna). Gruseppe BALsont. Riv. ostet. gin., Fir- 
enze, 1954, 9: 164. 


EIGHTEEN Pairs of human fallopian tubes, removed 
from women in different phases of the menstrual cycle 
and at various ages (31 to 50 years), form the ma- 
terial for this report. The tubes were removed by 
hysterosalpingectomy for diseases extrinsic to the 
tubes themselves (mostly fibromas and fibrosis uteri). 
In 4 of these 18 patients the menstrual phase could 


be established by concomitant endometrial biopsies 
or specimens; in 5 more an approximation could be 
made in this respect from the history of menstrual 
regularity; in the rest the menstrual irregularities did 
not permit conclusions as to the menstrual phase. 

Histologic study of this material disclosed the fact 
that during the proliferative phase of menstruation 
there is a progressive increase in the cellular nucleo- 
tids with progressive transformation of the ciliated 
cells containing relatively little nucleinic acid, into 
transition cells and into frankly secretory club- 
like and gobletlike cells with relatively conspicuous 
amounts of the nucleotids and, in addition, with 
cytoplasmatic material positive to the Schiff periodic- 
fuchsin test for the presence of polysaccharides. 

During the secretory phase of menstruation there 
was an accentuation of the afore-discussed phenomena 
with the additional appearance of rodlike cells 
(Stiftchenzellen) and of the so-called clear cells 
which are entirely without colorable material. 

However, what the author particularly wishes to 
emphasize is the fact that transition forms occur 
between all the various types of cells. There occurs 
what seems to be a transition form between the tall 
ciliated proliferative phase cells lining the fallopian 
tube and the nonciliated cells. This is the phenomenon 
in which the ciliated cell becomes positive to the 
Schiff test, or to para-aminosalycyclic acid, and 
pushes this stained material toward the cell apex, the 
material finally breaking through and discharging 
into the tubal lumen. In these transition cells some 
of the cilia even persist, and there has been some 
discussion as to whether, following this discharge of 
secretions, these cells might not regenerate them- 
selves and reconstruct their ciliated margin. How- 
ever, the author doubts this for the reason that he 
has found mitoses in this ciliated epithelial lining of 
the tubal lumen, particularly in the postmenstrual 
period when the lining cells are lower (cubical), uni- 
formly ciliated, and apparently in the resting stage 
before growing in stature (tall cylindrical) and re- 
assuming the evidences of secretory, or “‘prepara- 
tory-secretory,” activities. This causes the author to 
believe that after the accomplishment of the secre- 
tory function of the cells they are discarded and re- 
placed by new cells developing from the basal cells 
of this lining epithelium. 

In this process of being discarded the author even 
imagines a further process of transition—from the 
tall ciliated cell, through the secreting cell to the so- 
called clear cell which is left after the secretions have 
all been extruded. Even here there would seem to be a 
transition cell in the guise of the lower cell with the 
strongly Feulgen-positive nucleus and the transparent 
halo encircling the nuclear membrane. Perhaps this 
cell goes over into the goblet cell and the goblet cell 
into the rodlike cells with protoplasm staining dense- 
ly for ribonucleic acid and with a compressed look. 

It is considered, indeed, that these last mentioned 
cells are exhausted cells in the process of expulsion 
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into the tubal lumen and may form the source of the 
positive ribonucleinic reaction of the tubal contents 
which are also positive to the polysaccharides as shown 
by the Schiff (McManus-Hotchkiss) reaction. The 
ribonucleinic acid content may thus represent the 
holocrinic component of the tubal content, the mero- 
crinic content being represented by the Schiff-positive 
material. The holocrinic component suggests a hor- 
monal function. 

As to the merocrinic component (polysaccharides), 
the author thinks that it may, indeed, have some- 
thing to do with the nourishment of the ovum during 
its transition through the fallopian tube. 

However, all in all, the author is careful to insist 
that these changes and transitions are mere supposi- 
tions, gained by a general observation of the topo- 
graphic—the so-called secretory cells are more 
numerous during the secretory phase of the menstrual 
cycle—and_ histochemical behavior of the tubal 
epithelium of the human female, as well as by 
studies of animals and of the literature. , 

— John W. Brennan, M.D. 


MISCELLANEOUS 


Conservatism in Endometriosis. Joun I. BREWER and 
Frank M. Mauer. Am. 7. Obst. Gyn., 1954, 68: 549. 


THE MANAGEMENT OF PATIENTS with endometriosis 
must be highly individualized because of the multi- 
plicity of problems in diagnosis and in the selection of 
therapy. The management of patients with endome- 
triosis is dependent upon the establishment of a cor- 
rect diagnosis and an accurate interpretation of the 
potentialities of the various types of therapy. 

The diagnosis of endometriosis must be made dur- 
ing the bimanual examination if the treatment is to be 
correctly applied. The degree of accuracy of the diag- 
nosis of endometriosis is adversely affected by the 
cases in which operations are performed for symptoms 
not corroborated by physical findings. Such cases often 
are not endometriosis. The physical findings indicative 
of the condition must be present before operation is 
advised. 

One may fail to make the diagnosis because of sev- 
eral reasons. The most frequent reason is the failure of 
the examiner to palpate the posterior cul-de-sac and 
uterosacral ligaments vaginally and rectally in every 
patient. Other reasons are the inability to detect small 
peritoneal lesions and those more definite lesions that 
are obscured by coexisting pathologic processes such 
as fibroids, inflammatory disease, large ovarian tu- 
mors, and genital malignancies. Lesions located in the 
anterior cul-de-sac, and small extraperitoneal lesions 
in the bladder wall are frequently obscure. Acute 
pathologic processes in the pelvic tissues also render a 
diagnosis difficult or impossible to make. 

Accuracy of diagnosis can be determined only by a 
study of the patients operated upon. The degree of 
accuracy will be affected considerably if the pathol- 
ogist’s diagnosis of endometriosis is required to confirm 
the surgical and clinical interpretations. Histologic 
examination of the removed tissue does not always re- 
veal endometriosis even though it is present. Another 


frequent source of error occurs in the pathologic study 
of a blood-filled cyst of the ovary. Routinely, only a 
few microscopic sections are made from the wall of the 
cyst and the diagnosis is dependent upon a study of 
this infinitesimal portion of the tumor. More complete 
sectioning of the cyst wall may reveal endometriosis in 
some small region. 

Conservative management consists of: no treatment; 
medical management; temporary castration with ra- 
diation; and procedures which retain the childbearing 
function. Some gynecologists consider an operative 
procedure conservative if the uterus is removed but the 
ovaries are retained. This procedure when performed 
on a young woman would be radical. The best way to 
be assured that the treatment is conservative is to use 
no therapy at all and/or use very simple medical man- 
agement. An operative procedure that is intended as 
a conservative one frequently may terminate as a 
radical one because the pelvic organs may be more 
extensively involved than anticipated. Also, the gyne- 
cologist may do an incomplete conservative operation 
while realizing that it is undoubtedly inadequate. 
Since patients with all types and degrees of severity of 
endometriosis can and do become pregnant, and since 
it is acknowledged that all patients with endometriosis 
do not require treatment, there is no great urgency to 
advise operation. Unless there is some dramatic occur- 
rence, such as intraperitoneal bleeding, or the symp- 
toms are severe, time is often helpful and some pro- 
crastination is justified. 

The objective of conservative surgical procedures is 
the relief of symptoms and/or the removal of poten- 
tial hazards without interference with future child 
bearing. This is not easy of accomplishment. It is here 
that individualization of therapy is so urgently re- 
quired. Each factor must be considered and weighed 
in the light of past clinical observation and experience. 
If it is not possible to retain childbearing function, an 
effort is made to conserve some ovarian tissue, even 
though the uterus is removed, provided that the status 
of the patient warrants such a procedure. 

The decision that a procedure which conserves 
childbearing function will be suitable is usually not 
made until the pelvic organs are inspected at opera- 
tion. It is then based upon the operator’s opinion that 
the symptoms can be relieved with sufficient certainty 
to justify the procedure. In some instances, it is based 
on the operator’s belief that the procedure will enhance 
subsequent fertility. 

Despite the inadequacy of the statistical methods 
and the uncertainty concerning the question of whether 
an operative procedure in itself enhances fertility, 
there is one point that these clinical observations have 
firmly established—when operations are performed 
for endometriosis or when endometriosis is encoun- 
tered during any abdominal operation, approximately 
one-third of the patients will subsequently conceive if 
conservative procedures are performed and if there are 
no other causes for sterility. For this reason conser- 
vatism is advocated when operations are indicated in 
patients who are desirous of having children and when 
retention of such function is compatible with the in- 
dividual situation. —John R. Wolff, M.D. 
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OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Circulatory to Pregnancy. C. SipNEy 
BurweELL, Bull. Johns Hopkins Hosp., 1954, 95: 115. 


OxsERVATIONS Of significant adaptations to pregnancy 
show an increased oxygen consumption, an increased 
heart rate, an increased cardiac output, an increased 
blood volume, an increase in total body water, a rise 
in red cell mass, and an increase in venous pressure in 
the legs. These physiological adaptations to pregnan- 
cy are not static (after they are established) but follow 
a developing pattern. As the fetus grows there is, for 
about the first 8 months or so, a progressive rise in 
cardiac output, but in the last weeks of pregnancy, 
while the fetus continues to grow, the cardiac output 
diminishes and the heart rate falls. Blood volume also 
diminishes. At the same time the oxygen consumption, 
the red cell mass, the leg venous pressure, and the 
total body water are staying at a high level or even 
continuing to rise further. |. —Charles Baron, M.D. 


A Case of Cervical Pregnancy (Um caso de gravidez 
cervical). ALBERTO Costa. Rev. port. obst. gin., 1954, 
6: 263. 


‘THE PATIENT here discussed was a 25 year old colored 
woman, a native of Mozambique (Portuguese East 
Africa), who entered the service of the author at the 
Central Hospital Rainha D. Amélia in the city of 
Beira where the author is Chief of Staff. The patient 
was 3 months pregnant with her first child. The preg- 
nancy had been normal until the 24 hours before her 
entry when bleeding had occurred and was, for some 
moments, severe. There was no pain. Shortly after 
admission a 16 cm. embryo was expelled. 

When the patient was examined the same day the 
external orifice of the cervix was found to admit 2 
fingers. The anterior pole of the cervical lip was oc- 
cupied by a pyriform formation at the posterior two- 
thirds of the vagina, giving the impression that the 
patient was suffering from genital prolapse. 

On passing the external orifice the examining fingers 
encountered the ovulary adnexae which adhered al- 
most exclusively to the right half of the cavity. When 
the secundinae had been removed, the problem of the 
nature of the containing cavity remained. On ex- 
ploration with the vaginal speculum the communica- 
tion with the cavity of the uterine body was discov- 
ered, the entrance to which was barely permeable 
to the uterine probe. The true uterine cayity measured 
8 cm. in length. The raw surface of the right wall of 
the cavity where the products of pregnancy had nested 
marked the area of attachment of the ectopic preg- 
nancy. There followed no trace of postpartum com- 
plications and the patient was discharged on the 
ninth postpartum day entirely recovered. 

The case of cervical pregnancy reported is the 
forty-sixth instance described in the world literature 
and the first in the Portuguese literature. 

Since the usual termination of these ectopic preg- 
nancies is abortion not later than the third month, it 
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is superfluous to speak of the infant prognosis; the 
maternal mortality has been about 3 per cent. The 
instance of the Barcelona woman who carried a living 
girl child to term is an exception which proves the 
rule. — John W. Brennan, M.D. 


Gunshot Wounds of the Pregnant Uterus: Review of 
the Literature and 2 Case Reports. ALFRED J. 
Kosak and H. Hurwitz. Obst. Gyn., 1954, 
4: 383. 


THE WORLD’S LITERATURE on gunshot wounds of the 
pregnant uterus has been reviewed and 2 additional 
case reports are presented. A total of 33 cases are 
analyzed. The over-all mortality was 9 per cent, with 
no deaths occurring since 1912. The authors state that 
laparotomy should be performed to discover the ex- 
tent of intra-abdominal damage, and proper steps 
taken to repair it. The condition of the fetus, mother, 
and uterus must be considered in deciding upon the 
proper management. 

Evidence would seem to indicate that with a small 
repaired hole, the uterus can perform good labor 
without rupturing. Where there has been a large 
tear in the uterine musculature it would be wiser to 
perform a cesarean section rather than permit the 
uterus to go into labor. In occasional instances in 
which the uterine damage is extensive, a hysterectomy 
may be indicated. —Alan Rubin, M.D. 


Treatment of the Acute Toxemias of Pregnancy with 
Hypotensive Drugs. Roserr W. Kistner. 7. Obst. 
Gyn. Brit. Empire, 1954, 61: 463. 


THIRTY-SEVEN PATIENTS with pre-eclampsia, 2 eclamp- 
tic patients, 7 patients with essential hypertension 
and superimposed pre-eclampsia, and 2 patients with 
essential hypertension alone were treated with one or 
more hypotensive drugs. No sedation was given. Vera- 
trone (veratrum viride alkaloids), verenteral (a newer 
veratrum viride preparation), and apresoline were 
utilized separately and in conjunction with each other. 
Tetraethylammonium chloride was employed first to 
determine the presence of “neurogenic” hypertension. 

Veratrone in acute toxemia produced a constant 
hypotension bradycardia and was usually associated 
with nausea and vomiting. Temporary diminution in 
urinary output was noted during the period of maxi- 
mum hypotension. Verenteral produced similar re- 
sults but was associated in 4 cases with ventricular 
extrasystoles. 

Apresoline, in acute toxemia, produced a marked 
hypotension and tachycardia. Headaches occurred in 
32 per cent of the patients. The urinary output was 
not suppressed. Subjective and objective clinical im- 
provement occurred routinely following administra- 
tion of this drug. 

The hypotensive drugs, used without sedation, offer 
a physiologic mechanism for the release of the vaso- 
spasm associated with the acute toxemias. 

While these drugs are not as yet recommended as 
complete treatment for the acute toxemias of preg- 


576 International Abstracts of Surgery + June 1955 


nancy, they offer definite promise and are worthy of 
extensive pharmacologic and clinical investigation. 
—Alan Rubin, M.D. 


Emphysematous Colpitis in Pregnancy (Sulla colpite 
enfisematosa in gravidanza). ¥ Destro. Ann. ostet. 
gin., 1954, 76: 24. 

THE PATIENT was a 29 year old primipara who was in 

labor at the eighth month of pregnancy. The only 

findings, aside from the obvious evidence of impend- 
ing premature delivery, were numerous vesicles dis- 
seminated over the surface of the vagina (anterior, 
posterior, and lateral walls, and the two fornices). 

‘They ranged in size from that of the head of a pin 

to that of a small pea. ~ 

Immediately following delivery a biopsy specimen 
was procured from the anterior wall of the vagina, 
one from the posterior wall, and one each from the 
two lateral walls and the two fornices. These tissue 
specimens were immediately fixed in 10 per cent 
formalin. On the eighth day of the puerperium the 
patient was dismissed; the vesicles, although still 
present, seemed to have diminished in number. 

The histologic examination brought out the fol- 
lowing salient facts: the vesicles did not have any 
epithelial lining or other membrane separating them 
from the surrounding submucous tissues; there was 
merely a condensation of the connective tissue mesh, 
as though the result of expansive pressure. The peri- 
odic fuchsin stain of Hotchkiss demonstrated the 
presence of glycogen in the vaginal epithelium and 
the presence of mucinous substances diffused through- 
out all the tissues examined; these findings are, of 
course, rather characteristic of late periods of preg- 
nancy. There were some distended cavities suggestive 
of dilated lymph channels; these cavities were, how- 
ever, easily distinguishable from the afore-mentioned 
vesicles. There were a few areas exhibiting collections 
of neutrophils, a few eosinophils and rare mononu- 
clears, plasma cells, and hyperplastic histocytes. 
There was an extensive and pronounced intercellular 
edema. 

On the negative side, no bacteria were demon- 
strated and no breaks were found in the epithelial 
lining of the vaginal cavity. In the absence of such 
demonstration it is, of course, impossible to erect a 
positive hypothesis as to the etiology of these vesicles; 
nevertheless, the author is of the opinion that some 
of the normal flora of the vagina do get through 
breaks, perhaps inconspicuous ones, in the mucosal 
epithelium and attack the glycogen and polysaccha- 
rides of the mucin content of the mucosa, and in this 
way generate the gases contained in the vesicles. The 
fact that many of the vesicles, even the largest, did 
not present any evidence of inflammatory reaction in 
their walls was ascribed by the author to the pos- 
sibility that the gas was foreign and subsequently 
transported for some distance in the loose subcutane- 
ous tissues of the vaginal wall. 

Finally, the fact that some of the vesicles were filled 
with fluid (some showed deposits along the walls sug- 
gesting coagulated albuminous substances, while 
others were filled with gas) is explained on the basis 
of two different stages of evolution of the same patho- 
logic process. — John W. Brennan, M.D. 


The Management of Heart Disease in Pregnant Wom- 
en. C. Sipney Burwe tv. Bull. Johns Hopkins Hosp., 
1954, 95: 130. 

THE PRINCIPLE of management in dealing with heart 

disease in the pregnant woman is that of adopting 

ways and means to limit or restrict the cardiac output 
and the total blood volume. The physician must be 
concerned with the algebraic sum of factors influenc- 
ing output, rate, and volume, and with the total car- 
diac load resulting from the patient’s total situation, 
including pregnancy. An attempt is made to make a 
place in the patient’s cardiac budget for the expendi- 
tures of pregnancy by eliminating equivalent amounts 
of other expenditures. Various factors demand an in- 
crease in cardiac load and have the further essential 
characteristic that they can be limited or eliminated. 

The objective is not necessarily to keep the total load 

at a minimum, but to keep it safely within the individ- 

ual patient’s tolerance. 

Individual factors in patients’ lives which lead to 
increase in heart rate, cardiac output, or blood vol- 
ume include the following: physical activity, emotion- 
al stress, ectopic rhythms with tachycardia, anemia, 
obesity, infection, and hyperthyroidism. 

Factors that influence the blood volume may in- 
fluence the course of the pregnant woman with heart 
disease. Sudden increase of blood volume, such as is 
brought about by infusions or transfusions, has been 
known to precipitate pulmonary edema. This danger 
can be prevented by controlling the volume and rate 
of infusion or by avoiding them. Phlebotomy is a suc- 
cessful method of therapy in certain acute and threat- 
ening situations. 

Women with mitral stenosis and pregnancy, on the 
whole, do well with informed medical treatment. In 
many instances pregnant women with mitral stenosis 
can undergo an operation on the mitral valve and 
continue the pregnancy to a successful conclusion. 
Most of these women would probably do well without 
an operation if the medical supervision were ade- 
quate. The total situation is more complicated in 
pregnancy than it is when the same patient is non- 
pregnant, and therefore the operation can be expected 
to carry a higher hazard. There may be reactivation 
of rheumatic fever after mitral valve surgery. Surgery 
of the mitral valve during pregnancy should be rec- 
ommended only in rare and special cases. 

—Charles Baron, M.D. 


LABOR AND ITS COMPLICATIONS 


Hemorrhages at Time of Childbirth as a Result of 
Noncoagulability of the Blood (Hémorragies de la 
déliverance par incoagulabilité). J. Grasset, J. BRET, 
P. Bonnet, and J. SENEZE. Bull. Fed. Soc. gyn. obst., 
1954, 6: 45. 


BLEEDING during birth of the child, or immediately 
following birth, is usually ascribed to uterine inertia. 
However, the authors report 2 cases in which the 
uterus was adequately retracted after delivery, but the 
bleeding continued to endanger the life of the mother. 
Usually, 2 etiologic factors are ascribed to bleeding at 
this time: (1) the bleeding following expulsion of the 
dead fetus in instances of Rh incompatibility, and 
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(2) that following retroplacental hematoma. In the 
2 cases here reported, however, no such causes could 
be determined. 

The first case was that of a 26 year old woman 
whose third pregnancy had been completed. Follow- 
ing the delivery of twins the uterus failed to retract 
satisfactorily, despite the intramural injection of 5 
units of posterior hypophysin and the simultaneous 
intramuscular injection of the same preparation in 
the same dose, combined with 1 c.c. of ergotamine 
tartrate. The oozing of blood from the genitals could 
be controlled by the usual measures, including injec- 
tions of plasma and thrombin. It was finally con- 
trolled by a perfusion of 200 c.c. of fresh blood of 
iso-group type O Rh-+. 

‘The second case was that of a 35 year old woman 
in whom bleeding began towards the end of pregnancy 
(her sixth). A cesarean section was performed and the 
operation was completed with the intramural injec- 
tion of 3 units of the oxytocic. The uterus contracted 
and became pale; however, the bleeding continued 
from the deperitonealized abdominal surface and 
from the entire lower segment of the uterus. Hyster- 
ectomy seemed contraindicated. The wound was 
closed and 55 c.c. of fresh blood and 1,000 c.c. of 
conserved blood were injected, together with throm- 
bin. The bleeding continued per diapedesis and 36 
hours later a hysterectomy was performed. Two hours 
after the hysterectomy the coagulation time was prac- 
tically normal. Histologic examination of the removed 
uterus failed to show any extensive intravascular co- 
agulation (exhaustion of fibrinogen). : 

An exhaustive study of the blood in these 2 patients 
showed various possible factors as etiologic agents; the 
blood findings could not foretell the onset of the con- 
dition of noncoagulability and the therapy was not 
based on the blood findings; nevertheless the aut ors 
believe that such exhaustive blood studies should be 
made in these instances with the hope of decreasing 
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the number of mutilating operations (hysterectomies) 
in these young women. 

On the whole, it is thought that a transfusion of 
fresh blood may be attempted and the result watched 
for a short period. If this measure fails, however, the 
hysterectomy should not be postponed, but should be 
carried out with the expectation that the lytic sub- 
stances, or the activating ferments, have originated in 
the uterus itself, as seems to have been demonstrated 
in the second case here reported. 

—John W. Brennan, M.D. 


MISCELLANEOUS 


Remote Deaths Following Eclampsia. Leon C. Cues- 
— and Rosert A. Coscrove. Obst. Gyn., 1954, 4: 
165. 


ALL BuT 8 of the 270 women surviving eclampsia at the 
Margaret Hague Maternity Hospital, Jersey City, 
New Jersey, have been followed up to 1952. Five of the 
lost 8 were followed up for at least a year. The length 
of follow-up ranges from 1 to 21 years, and averages 
almost exactly 13 years. 

Nineteen, 7.2 per cent, of the patients died during 
the follow-up period. Eleven, 58 per cent, of the deaths 
were associated with cardiovascular renal disturbances. 

White women having eclampsia in the first preg- 
nancy and carrying the fetus to viability do not show 
any increase in the remote annual death rate over that 
for virtually unselected women of comparable ages. 
White women having eclampsia as multiparas have a 
considerably increased remote mortality. This prob- 
ably depends upon a high incidence of antecedent hy- 
pertensive disease. Negro women having eclampsia 
show a markedly increased remote mortality, as judged 
from the relatively few cases in our series. 

Recurrent toxemia of pregnancy is associated with 
an increase in the remote annual death rate. 


— John R. Wolff, M.D. 


GENITOURINARY SURGERY 


ADRENAL, KIDNEY, AND URETER 


Adrenal Insufficiency as Related to Surgical Shock. 
Rosert S. Horcuxiss and SypNey Gorpon. 7. Urol., 
Balt., 1954, 72: 577. 


ACUTE ADRENAL cortical insufficiency may occur as a 
serious postoperative complication in patients not pre- 
viously known to have adrenal disease. 

The hypothalamus-pituitary-adrenocortical axis for 
this neuroendocrine complex is reviewed with con- 
sideration of the stress and physiologic reactions that 
may occur. 

Primary changes in acute adrenal insufficiency 
precipitated by surgical stress are: (1) loss of sodium 
and chloride from the blood serum and concomitant 
increase in their concentration in the urine, and (2) 
decrease in the vascular space with hypotension and 
oliguria or anuria. 

The most common victims of adrenal insufficiency 
are: (1) those subjected to extensive operations, (2) 
senile patients with chronic debilitating disease, (3) 
psychotic individuals, (4) patients previously treated 
with cortisone or allied substances, and (5) urologic 
patients. 

Urologic patients can precipitate special problems 
when they have had (1) adrenal damage associated 
with renal operations, (2) absence of one adrenal 
gland, and some type of surgical procedure on the op- 
posite kidney, (3) metastatic tumors or tuberculosis 
in the adrenals, or (4) atrophy of the contralateral 
adrenal in cases of adrenal tumor. 

Various tests for adrenal function and reserve are 
discussed but it is pointed out that there are no defi- 
nite means for identifying patients with adequate 
adrenal activity. It is not safe to assume that normal 
responses to conventional tests insure sufficient cor- 
tical function to cope with the stress of an operation. 

When unexplained shock develops postoperatively 
and does not respond to usual treatment, it is best to 
treat such patients on the assumption that they have 
hypoadrenalism. There is little reason to fear that 
such measures will be injurious even though they may 
be unnecessary in some cases. 

The authors outline a plan for the use of desoxy- 
corticosterone acetate, cortisone, and saline that can 
be used prophylactically and therapeutically. Eight 
cases are summarized to illustrate the various pat- 
terns of postoperative shock that may occur. In these 
patients, shock followed a variety of procedures on the 
urinary tract. Special emphasis is placed on the dan- 
gers of postoperative salt deprivation, which, coupled 
with adrenal exhaustion, may produce an adrenal 
crisis. —Ormond S. Culp, M.D. 


Polycythemia and Hypernephroma. ForssELL. 
Acta med. scand., 1954, 150: 155. 

THE AUTHOR STATES that hypernephroma must be 

classed among the tumors which cause secondary 

polycythemia. In support of this contention he de- 

scribes 4 cases of hypernephroma encountered per- 
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sonally and 4 cases collected from the literature, in 
which examinations of the blood indicated polycythe- 
mia. The author’s first case is of particular interest. 
A 49-year-old man had noted melena in 1943 and 
hematuria in 1944. In 1945 a diagnosis of polycythe- 
mia was made; the erythrocyte count was 8,320,000 
and a study of smears of the bone marrow disclosed 
marked proliferation of erythroblasts. Right nephrec- 
tomy was performed for hypernephroma, after which 
the results of studies of the blood and bone marrow 
were normal. For the next 14 months the patient re- 
mained well and the results of blood studies were 
interpreted as being normal. At the end of that time 
his symptoms recurred and a diagnosis of left hyper- 
nephroma was made by roentgenographic studies. 
The erythrocyte count was 7,410,000 and studies of 
the bone marrow disclosed an abnormally large num- 
ber of erythroblasts. The patient died in uremia and 
the diagnosis of hypernephroma was corroborated at 
autopsy. 

The author points out that the blood, plasma, and 
erythrocyte volumes had not been determined and, 
therefore, it is possible that the polycythemia was due 
to reduced plasma volume. The mechanism by which 
hypernephroma produces polycythemia is a matter 
for speculation. The neoplasm exerts a direct influence 
on the blood-forming or blood picture regulating 
organs. —Laurence F. Greene, M.D 


Wilms’ Tumors in Adults; Four Personal Observa- 
tions (Les tumeurs du blastéme rénal chez l’adulte a 
ropos de 4 observations personnelles). L. FRUHLING, 
” wo and Y. Le Gat. 7. urol. méd., Par., 1954, 60: 
192. 
THE AUTHORS briefly review the literature and present 
4 cases of Wilms’ tumors which occurred in 1 man 
and 3 women aged 28, 25, 66, and 60, respectively. 
Such tumors may appear between the ages of 20 and 
70, the maximal incidence being between the ages of 
50 and 59 years, according to Gleichmann. The fact 
that 3 women and only 1 man were encountered in 
this series is contrary to the experience of Gleichmann 
who found that men were afflicted more frequently 
than women. Wilms’ tumors occurred in more than 2 
per cent of 250 renal tumors observed by the authors. 
The tumors of adults do not differ histologically 
from those of children. The tumors are radiosensitive 
in contradistinction to other renal neoplasms. 
—Ernest Bors, M.D. 


Segmental Resections of the Kidney; Experimental 

ntribution (Le resezioni segmentali del rene; contri- 

buto sperimentale). C. G. CoLomso, and A. 
Grrarol. Arch. ital. urol., 1954, 27: 103. 


FourTEEN Docs formed the experimental material for 
this study. The purpose of this report is not so much 
to establish the value of partial resections of the kid- 
ney, which is already well established, as to determine 
if possible which methods of procedure are the most 
satisfactory. 


The animals were divided into four groups. In the 
first group the upper pole of the left kidney was ex- 
cised in 4 animals and the lower pole in 4 others. In 
the second group both the upper and the lower poles 
were removed. In the third group the central portion 
of the kidney was resected. In the fourth group a 
number of resections were carried out: resection of one 
or the other pole; resection of the intermediate zone of 
the kidney; and resection of the two poles as a second- 
ary procedure following a preliminary rightsided ne- 
phrectomy. 

With regard to results, it may be stated in general 
that all these animais withstood the operation without 
evidence of detriment to the general health, and there 
were no abnormal laboratory findings such as might 
be expected from an insufficient kidney. Even in those 
animals in which preliminary removal of the right 
kidney was accomplished before resection there seems 
to have been an ample renal functional capacity. 

The same technique was used in all the animals. 
The left kidney was exposed frorn behind, the vascular 
pedicle was skeletonized, and the arterial branches 
leading to the segments to be resected were ligated. 
This ligation caused a change in appearance of the 
part of the kidney supplied; i.e., a flabby paleness or 
a cyanotic congestion—either of these changes indi- 
cating an insufficient or absent blood supply to the 
part normally supplied by the ligated arteries. The 
line of resection was carried along the plane between 
the part supplied by blood and the ischemic portion. 
As the calyces were approached the resection was 
continued under blunt dissection and the calyces were 
then doubly ligated. 

Different methods were employed in the treatment 
of the raw surface of the kidney left after the resection. 
In two instances the raw surface was left untreated; 
in three the surface was covered by a pedunculated 
muscular flap from the quadratus lumborum and the 
iliopsoas muscles; in three other animals a fibrinous 
sponge, medicated with penicillin and sulfonamides, 
was applied to the raw surface and the whole was 
then covered by the capsular flap resulting from the 
resection. The best result was obtained with this last 
method. The author feared that the muscular flap 
might produce abnormal tension on the kidney with 
consequent interference with its blood supply. 

In conclusion, the author believes that conservative 
surgery of the kidney should be resorted to more ex- 
tensively; that it should be applied to those lesions 
which, because of their peculiar anatomopathologic 
character, or because of their initial localization, are 
limited to a pole, or to the central portion of the 
kidney. —John W. Brennan, M.D. 


Antiperistalsis of the Ureter, with Particular Refer- 
ence to the Bifid Ureter (Sobre el antiperistaltismo 
del ureter, en especial del ureter bifido). PascuaL 
Ipténs Lacasa. Arch. espan. urol., 1953, 9: 263. 


THE AUTHOR PRESENTS 20 cases of bifurcation of the 


ureter observed in the urologic section of the Pro- © 


vincial Hospital of Nacarra, Pamplona, Spain. In 5 of 
these cases the main branch of the ureter, or one 
branch of the two ureters, was catheterized. It was 
thought that the other branch could have been filled 
by the opaque substance in a retrograde manner by 
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antiperistalsis since it was of lesser caliber than the one 
catheterized and joined at an acute angle. In 2 in- 
stances the two branches of the ureter probably filled 
simultaneously, since the catheter did not ascend be- 
yond the immediate level of the bifurcation. In 2 cases 
one of the branches was catheterized but it was im- 
possible to fill the other branch from the first. In 3 
cases it was impossible to reach the point of bifurca- 
tion with the catheter. In the remaining cases the 
diagnosis was made by descending urography. 

From his own experience and a study of the avail- 
able literature, the author concludes that there are 
evidences of ureteral retroperistalsis in cases of bifid 
ureter uncovered by ascending pyelography. In at 
least 3 instances such retroperistalsis has been proved 
by descending pyelography. In at least 5 specimens 
removed at operation the author was not able to pro- 
duce such filling passively. 

Thus it is believed that the diagnosis of retroperi- 
stalsis or antiperistalsis of the ureteral wall can quite 
possibly be made without the use of kymography. 
Urokymography is acknowledged to be the most val- 
uable method for such determination, but the appli- 
cations and operation of this diagnostic aid are not 
widely known. In awaiting its universal adoption, sat- 
isfactory studies can be made by ordinary urologic 
methods so long as their limitations are understood. 

—John W. Brennan, M.D. 


Ureteral Regeneration: Experimental and Clinical. 
Rosert G. WEAVER and Jay H. HEenperson. 7. Urol., 
Balt., 1954, 72: 350. 


REGENERATION of the ureter was studied experimen- 
tally and clinically. Longitudinal portions of the ure- 
ter were excised in 16 dogs, leaving a narrow bridge of 
ureter 2 to 3 mm. in width. The ureter was then in- 
tubated. Re-examination was done after 2, 3, 4, and 6 
weeks postoperatively. 

After 2 weeks the ureteral hiatus was covered by a 
thin mucous membrane. The area of excision was 
markedly infiltrated with fibrin and inflammatory 
cells. At this time there was no evidence of muscularis. 
Three weeks after the initial operation, however, 
strands of muscle could be seen invading the inflam- 
matory area. Four weeks postoperatively the findings 
were the same. Six weeks after the operation all the 
component parts of the ureteral wall had regenerated 
and there was permanent canalization of the ureter. 
The regeneration of the ureter in the previously ex- 
cised area was shown not to be due to a sliding to- 
gether of the cut ends. These observations suggested 
that the ureter should be splinted for a minimum of 6 
weeks after injury. The regenerated ureter in the dogs 
functioned normally without stricture formation. 

In 8 patients who had strictures of the ureter, the 
strictured area was incised leaving a bridge of ureter, 
and in each case the intubated ureter regenerated 
completely after 7 weeks. An important point in the 
postoperative care is to keep the area of anastomosis 
free from urinary leakage. 

In a series of 20 cases in which the ureter was splint- 
ed and the kidney drained by a nephrostomy tube 
which was not irrigated, no calcium was deposited in 
the tube, and satisfactory healing took place in each 
of the cases. —S. Richard Muellner, M.D. 
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BLADDER, URETHRA, AND PENIS 


Abacterial Urethritis; a Report of 8 Cases with Iso- 
lation of the Pleuropneumonia-like Organism. 
Wa ter J. Hotus. 7. Urol., Balt., 1954, 72: 671. 


THE QUOTED LITERATURE suggests that at least some 


_ instances of nongonococcal urethritis in males are due 


to pleuropneumonia-like organisms. These organisms 
also have been isolated from cases complicated further 
by cystitis, arthritis, bacteriemia, and Reiter’s syn- 
drome. They are said to be part of the flora of the 
female genital tract and to have potentialities of 
pathogenicity under certain conditions. Evidence, 
therefore, indicates that such infections are venereal 
disorders. 

The organisms have some characteristics of viruses. 
Their exact place in bacteriologic classifications has 
not been established. They are demonstrable in 
smears only after prolonged staining with Giemsa’s 
stain, require special culture media, exhibit marked 
pleomorphism, and are sensitive only to streptomycin 
and high concentrations of aureomycin and chloram- 
phenicol. 

Over a period of 27 months the author encountered 
179 cases of gonococcal urethritis, 6 cases of non- 
venereal urethritis in which the etiology remained 
unknown, 1 case of urethritis due to Diplococcus 
paleopneumoniae and Micrococcus pyogenes, and 17 
cases of urethritis presumably caused by a pleuro- 
pneumonia-like organism (also knownas L. organism). 
All the patients were on active military duty. 

Eight of the cases of nongonococcal or abacterial 
urethritis in which the L. organism was isolated are 
summarized. In 3 of these there had been antecedent 
gonococcal urethritis which had subsided. All of the 
patients were cured by Streptomycin therapy with or 
without supplementary sulfadiazine. The duration of 
treatment varied from 3 to 10 days. 

It is urged that all cases of urethritis of uncertain 
etiology be investigated regarding possible isolation of 
the pleuropneumonia-like organism. 

—Ormond S. Culp, M.D. 


GENITAL ORGANS 


Radical Perineal Prostatectomy for Carcinoma; Anal- 
ysis of Cases at Johns Hopkins Hospital, 1904-1954. 
Hucu J. Jewett. J. Am. M. Ass., 1954, 156: 1039. 


THE AUTHOR presents a comprehensive, concise re- 
view of the results of radical perineal prostatectomies 
for carcinoma performed at the Johns Hopkins Hos- 
pital, in Baltimore. He points out the fact that the 
most prevalent carcinoma in the male arises in the 
prostate gland. The most satisfactory method of dis- 
covering this malignancy in an early, curable stage is 
that of palpation of the prostate by rectal examination. 
By routine search for the small, relatively incompres- 
sible nodule characteristic of carcinoma of the pros- 
tate in men over 40 years of age, the Army has been 
able to discover 54.4 per cent of the prostatic malig- 
nancies occurring in its personnel in an operable 
stage. 

Once the disease is suspected, biopsy of the pros- 
tatic nodule is indicated. The importance of a biopsy 
is confirmed by the finding that in the past 5 years, 
50 of 91 biopsies of circumscribed nodules indicated 


the presence of a benign lesion. The advantages af- 
forded by open perineal biopsy when compared to the 
more indirect methods are discussed. The author 
points out that perineal biopsy is a relatively benign 
procedure which was not complicated by either impo- 
tence or incontinence in this relatively sizable series, 

The long term follow-up in 127 patients subjected 
to radical perineal prostatectomy for carcinoma is 
presented. In the group of patients in whom a grossly 
extraprostatic growth existed prior to operation, there 
was a 12.5 per cent 10 year survival. In the group of 
patients in whom preoperative rectal examination 
failed to disclose evidence of extension of the malig- 
nancy, there was a 37 per cent 10 year survival. In 
the group of patients without microscopic evidence of 
extension, the 10 year survival rate without evidence 
of recurrence was 49 per cent. These results compare 
favorably with a reported 22 per cent 10 year survival 
in patients treated palliatively for prostatic carcinoma 
presumed to be localized. 

The complications of the radical perineal prostatec- 
tomy are discussed. The mortality rate in the last 200 
cases was 3 per cent. In the last 100 cases the incidence 
of incontinence seemed to vary to’some extent with 
the type of vesicourethral anastomosis performed. 
With the Vest technique (40 cases), 84 per cent of the 
patients acquired perfect control. With the multiple 
mattress suture technique (33 cases), 76 per cent ac- 
quired perfect control; 21 per cent of the patients in 
this group had some stress incontinence but in most 
instances insufficient time had elapsed for final evalua- 
tion. With the figure-of-eight posterior suture (19 
cases), 95 per cent of the patients acquired almost 
immediate urinary control. Postoperative stricture 
occurred at the vesicourethral junction in 15 per cent 
of the cases; all were easily corrected. Rectal injury 
occurred in 4 patients but no fistulas have developed. 
In 3 of these patients primary wound healing occurred. 

The author lists the requirements for a satisfactory 
operative procedure for the eradication of prostatic 
carcinoma. The perineal approach seems to offer a 
more satisfactory opportunity for adequate biopsy, 
complete hemostasis, and watertight anastomosis of 
the bladder neck and urethra than the retropubic 
approach. —JFohn T. Grayhack, M.D. 


The Late Results and Sequelae of Prostatectomy. 
Marco Caine. Brit. 7. Urol., 1954, 26: 205. 


A sERIES OF 748 prostatectomies performed at the 
St. Peter’s and St. Paul’s Hospitals, in London, 
between 1947 and 1950 was reviewed to evaluate 
the late results and sequelae of prostatectomy. In this 
group 519 patients were questioned personally and 
re-examined by the author and these cases form the 
basis of this report. 

Of the 748 patients, 97 had transurethral resection 
of the gland, 1 was operated on perineally, and the 
rest were operated upon by one of the many modifica- 
tions of the suprapubic approach to the gland. For 
purposes of analysis three types of prostate were 
recognized: (1) the adenomatous, (2) the fibromuscu- 
lar, and (3) the fibrous. The criteria as to the type of 
prostate. were based on information derived pre- 
operatively on the findings at the time of operation, 
and on the report of the pathologist. 


Postoperative results. Postoperative symptoms were 
considered under the following headings: (1) fre- 
quency, (2) pain, (3) obstruction, (4) incontinence, 
and (5) sexual potency after prostatectomy. Fre- 
quency was difficult to assay. If the patient voided 
more than every 1.5 hours by day and more than 3 
times at night, he was arbitrarily considered to have 
urinary frequency. Eight and seven-tenths per cent of 
the patients examined fell into this category. The 
fibrous and calculous type of prostate was more com- 
monly associated with persistent postoperative 
frequency. No particular type of operation per se 
caused persistent frequency of micturition. Nor was it 
possible to predict which specific case was prone to 
postoperative urinary frequency. 

Pain. Twenty-three patients had chronic pain. 
‘The pain was as follows: (1) urethral pain on micturi- 
tion, commonly associated with severe urinary infec- 
tion, (2) spasmodic pain in the tip of the penis (this in 
one patient who was found to have postoperative 
bladder neck obstruction and calculi), and (3) pain of 
vesiculoprostatitis. The latter pain was characterized 
by aching or burning in the groins, perineum, penis, 
testis, rectum, over the sacrum, or in the suprapubic 
region. The patient who had pain of this sort in addi- 
tion to his obstructive symptoms usually was subjected 
to prostatectomy because of the obstructive features 
of his disease. Over 30 per cent of the patients who 
had pain and obstruction were relieved of their pain. 

Obstruction. Thirty-seven patients had symptoms 
and signs of continuing obstruction. Eight of these 
patients had postoperative bladder neck obstruction, 
13 had a urethral stricture, and in 14 cases recurrent 
or residual prostatic tissue caused obstruction to the 
urinary outflow. 

Incontinence. Seven of 575 patients had incontinence. 
Three of these were subjected to transurethral pros- 
tatic resection and 1 had a retropubic prostatectomy, 
but the reason for incontinence in the latter case was 
not clear. 

Sexual activity. Prostatectomy by the suprapubic 
and transurethral approach did not impair sexual 
activity. 

Bilateral vasotomy as a prophylaxis against epidid- 
ymitis was justified by the findings of this study. 
Preoperative and postoperative chemotherapy did not 
appear to reduce the incidence of epididymitis and, 
therefore, cannot be relied upon to prevent it. 

Postoperative hernia appeared to be less common 
after transverse suprapubic incisions than after vertical 


-- incisions. The size of the incision, moreover, seemed 


to have some bearing on the incidence of incisional 
hernia. Thirty-eight and eight-tenths per cent of the 
patients who had a suprapubic incision of 5 inches or 
over had an incisional hernia. 
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Urethral strictures. Sixty-three, or 12.1 per cent, had 
postoperative urethral strictures, many of which did 
not give rise to prominent clinical symptoms. The 
strictures were most commonly located in the proximal 
portion of the fossa navicularis. It was surprising to 
find that 21.1 per cent of the patients operated upon 
by the retropubic method had meatal strictures—this 
despite the fact that the catheter was kept indwelling 
for only 4 to 6 days postoperatively, and quite in 
marked contrast to the low incidence of such stric- 
tures (6 to 8 per cent) in patients who had a one or 
two-stage suprapubic prostatectomy. Twenty-four 
and one tenth per cent of patients operated on by the 
cold punch method had urethral strictures, and in 
those operated on by transurethral resection (Stern- 
McCarthy resectoscope) the incidence of urethral 
strictures decreased to 15.5 per cent. 

Postoperative bladder neck obstruction. Sixty-five pa- 
tients developed either a definite stenosis or a dia- 
phragm at the bladder neck. A wedge-shaped excision 
of the vesical neck at the time of the prostatectomy 
was a disappointing prophylactic measure against the 
development of bladder neck obstruction later on. 
Of 38 patients who had a ‘‘V” excision of the vesical 
neck at the time of the operation, 11.3 per cent never- 
theless developed vesical neck contracture later. 

Blood urea. In general, the level of the blood urea 
tended to return to normal after prostatectomy. In a 
small group of patients (15), however, the blood 
urea level appeared to rise appreciably higher post- 
operatively. 

Residual urine. A residual urine of 4 ounces or more 
was found to persist in 33 of 519 patients examined 
and in 11 of these cases it amounted to more than 10 
ounces. 

Conclusions. Of 748 patients who had undergone 
various types of prostatectomy, 519 had been re- 
examined within a period of 1 to 5 years postopera- 
tively. On the whole the results of prostatectomy were 
very satisfactory. Eight and seven-tenths per cent of 
the patients had a persistence of urinary frequency. 
The retropubic and transvesical methods of prostatec- 
tomy gave better symptomatic results than other 
methods. Transurethral operations were appreciably 
worse in this respect. Vasotomy was shown to be a 
worth-while procedure for the prevention of post- 
prostatectomy epididymitis, antibiotics notwithstand- 
ing. The author advocates transverse abdominal inci- 
sions to reduce the incidence of postoperative in- 
cisional hernias. Urethral stricture and bladder neck 
obstruction may develop insidiously after the opera- 
tion and should be looked for since it may not give 
rise to symptoms disturbing to the patient and cannot 
be detected by the questionnaire type of follow-up. 

Richard Muellner, M.D. 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


The Nature of the Bone Changes Associated with 
Nerve Injuries and Disuse. J. A. GiLLespie. 7. Bone 
Surg., 1954, 36-B: 464. 


THE AUTHOR studied the changes in the bones of kit- 
tens and rats with nerve injuries. The bones were sub- 
jected to weighing, bending tests, breaking stress, and 
Young’s modulus of elasticity. Section of the anterior 
nerve root, with or without accompanying lumbar 
sympathectomy, resulted in a significant reduction in 
the weight, cortex thickness, and bending moment of 
the bones in the paralyzed limb. The breaking stress, 
Young’s modulus of elasticity, and the specific gravity 
of the bone showed no change. 

The bones of the group of kittens which were sub- 
jected only to posterior nerve root section showed no 
significant difference between the limbs operated upon 
and the normal limbs in any of the physical proper- 
ties considered. The rats whose femoral and sciatic 
nerves were avulsed showed significant bone changes 
on the involved side as regards the weight, ash weight, 
ash percentage, bending moment, breaking stress, and 
roentgenographic density of the bones when com- 
pared with the normal side. Young’s modulus of elas- 
ticity was unaltered. 

The author concludes that the alterations of the 
characteristics of the bones of the paralyzed limb are 
due to a loss in the quantity rather than in the qual- 
ity of bone. The changes that follow paralysis are due 
to secondary loss of muscular activity, and vascular 
changes play no part in the atrophy of bone in a 
paralyzed limb. —Norman 7. Rosenberg, M.D. 


Giant Cell Tumors: Clinical, Roentgenographic, and 
Anatomopathologic Review of 65 Cases (I tumori a 
mieloplassi; rassegna clinica, radiografica ed anatomo- 
patologica di 65 casi). C. Pats and M. Cappe..in. 
Chir. org. movim., 1954, 40: 1. 


THE PRESENT report is based on observations made at 
the Rizzoli Institute, Bologna, Italy. The cases se- 
lected for review were those which presented sufficient 
data to justify their being evaluated at this time, and 
those in which operations had been performed at 
least 3 years previously; the reason for the selection of 
this 3-year control period was that no instance of 
either recurrence or metastasis occurred in these pa- 
tients after that period. 

The only case reports presented were those in which 
general involvement had occurred and was followed 
by the death of the patient. The deaths, however, 
were not categorically pronounced as due to generali- 
zation of the primary neoplastic focus since in none of 
the six instances could an autopsy be procured, the 
diagnosis of metastasis being made on the basis of 
the roentgenologic findings. The authors, nevertheless, 
accept reports presented in the literature as proof of 
the fact that these tumors do on rare occasions pro- 
duce distant metastases and that these metastases may 
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be true metastases of the giant-cell tumor itself and 
not solely metastasis from a portion of the tumor 
which has undergone sarcomatous degeneration. 

Although the authors do not recommend the roent- 
genogram as a substitute for the histologic study of the 
tumor tissues in determining the nature of the neo- 
plasm, they believe that the roentgenologic findings, 
particularly serial roentgenograms, are of great value 
in deciding on the type of surgery to be carried out; 
in this respect the roentgenogram may be more valu- 
able than the histologic findings in the tumor tissues, 
since these do not always give a true prognosis with 
regard to the response to surgical treatment. In fact, 
Figure 39 in the original text is illustrative of a case 
in which the patient survived for 3 years without re- 
currence of metastasis. The histopathologic diagnosis 
was giant-cell sarcoma; cure was obtained by a simple 
excision and bone implantation in the residual cavity. 

The tumors in this series were classified clinically 
into benign osteoclastomas (56 cases) of which 19 were 
nonrecurring cases and 37 were recurring, and into 
malignant or metastasizing tumors (9 cases). 

Roentgenologically this material was classified as 
subperiosteal tumors (51 cases), of which 18 were 
intracortical and 33 intraperiosteal, and extraperios- 
teal tumors. There were 14 tumors of the extraperi- 
osteal or infiltrative type. 

Histopathologically the material was classified as 
giant-cell fibromas (52 cases), of which 8 were desig- 
nated as osteoclastomas with collagenous preponder- 
ance (that is, the stromal tissues consisted of a minor- 
ity of connective cells and a majority of intercellular 
material [collagen]); and as osteoclastomas with cel- 
lular preponderance (44 cases). 

Today the surgical indications consist, in general, 
of excision with osseous implantation in the patients 
with roentgenographic diagnosis of intracortical osteo- 
clastomas (with the exception of those instances in 
which the intracortical process is clearly destructive in 
its development), and resection which is reserved for 
those patients with intraperiost: 11 and extraperiosteal 
processes (and the above mentioned destructive intra- 
cortical processes). Amputation of the limb is reserved 
for the tumors showing marked activity and for cases 
in which there is recurrence of tumors following resec- 
tion. With the advent of the newer methods of ortho- 
pedic substitutional reconstruction (bone-bank trans- 
plants, metallic and acrylic prostheses) resection is 
being carried out in an increasing number of cases. 

The authors have not had a great deal of experience 
with roentgen therapy; they have employed radiation 
in a few conditions following operation, without evi- 
dence of a great deal of benefit. The substitution of ~ 
irradiation therapy for surgery was done in only two 
patients with osteoclastoma of the first cervical ver- 
tebra, with excellent results in both cases. 

The authors regard the giant-cell tumor as a beni; 
neoplasm, a quality which has been exemplified in the 
majority of the cases in their material; nevertheless 
the frequent tendency to recurrence must be consid- 
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ered, as well as the possibility of malignant transfor- 
mation. Procrastination in the matter of segmentary 
resection and immediate amputation—solely for the 
reason that the histologic preparation presents giant- 
cells—must not be considered. The roentgenologic 
findings of extraperiosteal infiltration and the histo- 
logic evidence of atypical stromal connective tissues 
prevent unqualified acceptance of the commonly held 
viewpoint with regard to the benign character of these 
neoplasms. —John W. Brennan, M.D. 


Osteolytic Sarcoma with Giant Cells (Le sarcome 
ostéolytique a cellules géantes). P. MouLoncuET and 
R. Ronsin. 7. chir., Par., 1954, 70: 669. 


AFTER more than a century during which many 
studies of giant cell tumors of the bones have been 
carried out, these tumors still are the object of much 
discussion. 

The authors describe the case of a giant-cell tumor 
(distinguished by pathologic and clinical findings) 
which they named osteolytic giant-cell sarcoma. 

In the present study, giant-cell tumors have been 
divided into two groups: Gs) those which are definitely 
benign but may degenerate secondarily, often as the 
result of strong-acting x-ray therapy, and (b) those 
which are definitely malignant with osteolytic and 
histologic characteristics, and which could be included 
in the third group of Lichtenstein’s classification. 

The authors review the cases appearing in the lit- 
erature up to the present time. They emphasize the 
necessity of performing a wide surgical biopsy in all 
instances in which the condition is suspected. The 
most frequently involved areas are the distal end of 
the femur and the proximal epiphysis of the tibia. 

The clinical and roentgenologic findings are quite 
similar to those found in the typical giant-cell tumor. 
Histologically, the tumor is formed by fusiform, round, 
and multangular cells of varied shapes and sizes, with 
atypical nuclei. A great number of pathologic mitoses 
are present in the cells. The giant cells are particularly 
small with five or six nuclei in each cell. This type of 
tumor never produces bone or cartilaginous tissues. 

Metastasis occurs frequently, chiefly to the lungs. 
In 50 per cent of the patients who underwent surgical 
treatment, the amputation stump was involved. Me- 
tastases in other bones of the skeleton are rare. 

The authors review 12 published cases in which an 
osteolytic giant-cell sarcoma developed in patients 
with Paget’s disease; they point out the frequency 
with which this condition is observed. 

—Carlos Alberto Llorente, M.D. 


Scoliosis in Children. J. I. P. James. Brit. 7. Radiol., 
1954, 27: 511. 


THE AUTHOR presents a general description of the 
findings and treatment of scoliosis. He believes the 
prognosis depends not only upon the age at which the 
scoliosis develops but on the area of the spine as well. 
He devotes considerable space to a description of the 
characteristic findings of curves at various levels. The 
more severe and deforming curves are those at the 
thoracic region seen in the juvenile and in the ado- 
lescent. He describes briefly the method of correction 
in a Risser jacket and presents some postoperative 
results, —Edgar L. Ralston, M.D. 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Advantages of the Knee Disarticulation Over Ampu- 
tations Through the Thigh. JosepH W. Bartcn, 
Aucust W. SpirrLer, and James G. McFappin. 7. 
Bone Surg., 1954, 36-A: 921. 


BECAUSE MUSCLE and bone are not transected, the 
spread of infection is minimized and the stump heals 
rapidly. The largest surface available in the lower 
extremity is provided for weight-bearing. The stump 
is firm and insensitive. There is less atrophy of the 
muscles in the stump than after amputations at a 
higher level, and, because of this, earlier fitting of a 
prosthesis is possible. The shape of the stump provides 
greater balance and stability without rotation than 
that of stumps in higher amputations. The patient 
can walk with an excellent gait almost immediately. 
The prosthesis for such stumps is easy to construct 
and to fit, requires fewer adjustments, and is superior 
to prostheses for higher levels of amputation through 
the thigh. Without a prosthesis the patient can kneel 
in work or play, bearing weight on the end of the 
stump in much the same way as the Symes amputee 
can on his longer stump. 

All of the knee-disarticulation stumps have with- 
stood prosthetic wear. These patients were inde- 
pendent economically at an average of 8 weeks after 
surgery, and all were wearing their prosthesis at work 
for periods of from 30 to 55 hours per week; they 
compare favorably with below-the-knee amputees. 

The indications for disarticulation at the knee are 
the same as those for obtaining end-bearing stumps 
in the thigh. These include congenital anomalies, 
malignancy, severe trauma, infection of the bone or 
soft tissues of the leg, septic arthritis of the knee, and 
an unserviceable below-the-knee amputation stump 
in which the knee cannot be preserved. Gangrene of 
the foot and leg is a major indication for knee dis- 
articulation, the only condition being that adequate 
viable skin must be available for stump closure. Knee 
disarticulation is the quickest, safest, and least trau- 
matic procedure available. 

The article is well illustrated with a detailed de- 
scription of the operative procedure. 

The disarticulation is performed with a tourniquet 
whenever advisable. A long, broad anterior skin flap, 
measuring approximately one diameter of the knee 
from the lower pole of the patella, and a short poste- 
rior flap, one-half the diameter of the knee from the 
level of the superior surface of the tibia, are fashioned, 
with the lateral limit of the incision at the level of the 
tibial condyles. The anterior skin incision is deepened 
through the deep fascia to the bone. The entire an- 
terior flap is then dissected from the tibia and adja- 
cent muscle, the insertion of the patellar tendon and 
the pes anserinus being included with the flap. The 
biceps tendon is separated from the fibula; the ampu- 
tation is completed through the posterior flap; the 
leg is removed. The patella is not removed and is not 
allowed to become fixed to the condyles by bony 
ankylosis; the cartilage is not removed from the 
condyles or the patella. 

The tourniquet is released and all bleeding vessels 
are clamped and ligated. The patellar tendon is 
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sutured to the cruciate ligaments and the remnants 
of the gastrocnemius muscle are sutured into the 
intercondylar notch. Rubber tissue drains are placed 
in the wound. The deep fascia and subcutaneous 
tissues of the anterior and posterior flaps are approxi- 
mated with No. 00 chromic catgut sutures, and the 
skin is approximated with continuous locked No. 35 
stainless steel wire. —C. F. Goeringer, M.D. 


Synovectomy Associated with Antibiotics in the Treat- 
ment of Tuberculous Synovitis (La sinovectomia aso- 
ciada a los antibioticos en el tratamiento de la sinovitis 
tuberculosa). ANTONIO ALZAMORO ALBENIZ. Acta ortop. 
traumat. iberica, 1954, 2: 69. 


THE ONE FULL Case report presented by the author was 
that of a 15 year old boy who, when 10 years of age, 
had suffered an attack of pleuritis with febrile attacks. 
He has since suffered, at times, with a cough. When 
13 years of age, the patient began to complain of pains 
in the knee joint. This knee trouble persisted and a 
cast was applied a year later. Under this treatment a 
hydrarthrosis developed with some muscular atrophy 
(tumeur blanche). 

The cast was reapplied and the treatment was 
accompanied by the administration of streptomycin 
(20 gm.). The general condition improved, the hydrar- 
throsis persisting unchanged. Through a U-shaped 
(Textor) incision, cutting through the patellar liga- 
ment, the joint was opened and the thickened synovial 
tissues were excised. The surfaces were powdered 
with PAS and the wound was closed. A new cast was 
applied and the antibiotic treatment was continued. 

Six weeks later the cast was removed; the wound had 
healed perfectly and there was no pain or tenderness; 
however, movement in the joint was almost totally 
abolished. 

Since then the patient has been continuously at 
work in a factory and the movement in the knee 
joint has improved to flexion of aout 50 degrees. 

Since the operation on this first patient in conjunc- 
tion with the antibiotic therapy, two other patients 
have been similarly treated: a 23 year old woman with 
tuberculosis of the elbow joint, and a 40 year old 
woman with tuberculosis of the knee joint. The elbow 
joint inflammation was complicated by bony involve- 
ment and, following the synovectomy operation, the 
healing has been complete, but complicated by a total 
bony anklyosis of the joint. Synovectomy in the 40 
year old woman with a knee lesion has also resulted 
in healing, and the amount of loss of joint motion is 
about the same as in the previously reported knee 
condition.. In all these instances the period of treat- 
ment has, of course, been markedly shortened by 
surgery, which factor is considered one of the major 
advantages of the method. 

On the basis of his experience with both the con- 
servative and radical methods of treatment of tubercu- 
lous synovitis, the author concludes that conservative 
measures (immobilization in a cast, antibiotics, etc.) 
should be adhered to as long as improvement occurs 
in the general condition of the patient and, parti- 
cularly, in the local disease. When, however, the 
local lesion persists and constitutes a threat for the 
future (danger of generalization), surgery should be 
considered. —John W, Brennan, M.D. 


FRACTURES AND DISLOCATIONS 


Fracture of the Posterior Arch of the Atlas (Le fratture 
dell’arco posteriore dell’atlante). I. F. Goranicu. 
Chir. org. movim., 1954, 40: 65. 


Fracture of the first cervical vertebra is a very 
rare condition. Putti, reviewing 287 fractures of the 
spine, found only 6 cases in which the atlas was frac- 
tured. 

The author makes a careful anatomical description 
of the upper part of the cervical spine, pointing out 
the characteristic weakness of the central portion of 
both, the anterior and posterior arches of the first 
vertebra. 

In almost all the cases fractures are due to a con- 
tusion of the skull caused either by a heavy object 
falling on top of the skull or from impact of the skull 
against the ground—for instance, in a fall. If the 
bones of the skull resist the force a fracture of some of 
the cervical vertebrae may be produced. The atlas, 
surrounded by soft tissues and well protected under 
the skull, is not vulnerable as a rule to direct trauma 
but can be damaged easily by a direct blow on top of 
the skull. The obliquity of the articular surfaces, ac- 
cording to Jefferson, is an anatomic fact which facili- 
tates the ,_ ssible fractures of this vertebra. A fracture 
of the atlas can also be produced if the force hits one 
side of the skull. Here the condition is different; the 
direction of the force pulls the vertebra strongly in 
one direction while the contracted short muscles of 
the neck pull in the other. In this manner a fracture of 
the lateral part of the atlas can be produced, usually 
at the weakest part of the vertebra, the occipital artery 
groove. This type of fracture can also be associated 
with dislocation of the atlas or of neighboring cervical 
vertebrae. 

The position of the head at the moment of the ac- 


- cident is an important factor so far as the site of frac- 


ture is concerned. If the head is forced in extreme 
flexion, the posterior arch is more frequently involved 
while if the head is forced in hyperextension, the an- 
terior arch often is the site of the fracture. 

According to Jefferson, fracture of the posterior 
arch is found in 60 per cent of the cases, of the anterior 
arch in 16 per cent, and of both anterior and posterior 
arches in 25 per cent; 

If symptoms are present they are related directly to 
involvement of the nerve structures. If the spinal cord 
is involved the main problem is the general condition 
of the patient and the probabilities of surviving are in 
direct proportion to the extent of the lesion. Fortu- 
nately, damage of the spinal cord occurs only rarely. 

When the spinal cord remains intact, there is pain 
(sometimes only tenderness on palpation without any 
radiation, according to Putti); spasm of the posterior 
cervical muscles (Jefferson); pain in the posterior wall 
of the pharynx (Sgrosso); anesthesia and hypesthesia _ 
of the territory innervated by Arnold’s nerve; and ~ 
painful movements of the neck. 

The diagnosis is easily made roentgenologically. 
For the anteroposterior view the so-called Fumagalli 
and Corsieri technique should be used. This method 
consists of an anteroposterior view of the first two 
cervical vertebrae through the mouth, opened as far 
as possible. When it is difficult to open the mouth be- 
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cause of trismus the author recommends DeQuer- 
vain’s and Fritzsche’s technique of putting a dental 
film against the posterior wall of the pharynx, or, bet- 
ter, the modification of Fitte and Lagos Garcia who 
place the film in front of the membranous palate. 
Fitte and Lagos Garcfa also have made anteropos- 
terior films by placing the x-ray tube just under the 
chin with the direction of the rays making an angle of 
40 degrees with the horizontal plane. 

The principal complications of such fractures are 
laceration of the occipital artery, laceration of Ar- 
nold’s nerve, and laceration of the spinal cord, which 
are present in almost all cases of dislocation of the first 
vertebra or where fracture of the odontoid apophysis 
occurs. 

The prognosis of the fracture of the first cervical 
vertebra is generally good, considering the fact that 
lesions of the spinal cord are present in only a small 
percentage of the cases. 

Cervical traction followed by a cervical thoracic 
plaster cast is the usual treatment for this fracture. 
Surgical treatment should always be secondary and, 
in general, should be limited to a decompressive 
laminectomy. Carlos Alberto Llorente, M.D. 


Experiences with the Steindler Flexorplasty at the 
Elbow. LEo Mayer and WALLACE GREEN. 7. Bone 
Surg., 1954, 36-A: 775. 


STEINDLER’S flexorplasty at the elbow, which consists 
in the proximal shifting of the muscles springing from 
the medial epicondyle of the humerus, is indicated 
when the biceps and brachialis anterior muscles are 
paralyzed and the epicondylar muscles—the pronator 
teres, the flexor carpi radialis, the palmaris longus, the 
flexor digitorum sublimis, the flexor carpi ulnaris— 
are strong. It is important to test with particular care 
the flexors carpi radialis and carpi ulnaris, since the 
palmaris longus may be absent and the action of the 
flexor digitorum sublimis alone is not adequate to 
produce satisfactory elbow flexion. 

The Steindler operation should not be performed if 
the fingers are paralyzed, unless their function has 
been restored by transplantation of the extensor carpi 
radialis longus and brevis, the extensor carpi ulnaris, 
or the corresponding flexors of the wrist. Unsuccessful 
results have usually been due to overestimation of the 
strength of the epicondylar muscle group. 

Other alternative procedures are considered by the 
authors. Of these, the most important is the Clark 
transplantation of a portion of the pectoralis major. 

In performing the Clark operation, it is obvious 
that the transplanted strip of pectoralis major must 
retain its nerve supply intact. If a perpendicular line 
is let fall from the tip of the coracoid process and the 
third rib is identified, the nerve to the transplant will 
be found at their junction as it pierces the pectoralis 
minor. Of course, a powerful pectoral muscle is essen- 
tial. In almost none of the authors’ cases was this 
condition met; the thoracohumeral muscles were al- 
most always weak and shoulder arthrodesis was a nec- 
essary adjuvant in the rehabilitation of the upper 
extremity. 

A successful operation must conform to the follow- 
ing criteria: (1) the patient must be able to bring his 
hand to his face; (2) he must be able to do this grace- 


Fic. 1 (Mayer, Green). Showing preparation of the fix- 
ation of the muscle tendon transplant to the humerus. 
A window has been cut in the anterior cortex of the hu- 
merus about 5 cm. above the joint, corresponding to the 
point reached by the transplant when traction is applied 
during flexion of the elbow. At a point 1.3 cm. proximal 
to the window, a small drill opening has been made 
through which the fixation suture is drawn. By traction 
on this suture while the elbow is held in flexion, the trans- 
plant is drawn within the medullary cavity. The suture 
may be fastened in one of three ways, shown in the insets: 
a, The ends are passed through the transplant. b, The 
ends are passed through the periosteum, the paralyzed 
brachialis anterior, the biceps, and the fascia proximal 
to the drill opening. c, The ends are passed through a 
small vitallium button which fits the anterior surface of 
the humerus at the level of the drill opening. This last 
method is the simplest and most effective. 


fully, so that his performance does not render him 
conspicuous; (3) at rest, the arm must hang at the 
side of the body in a natural relaxed position at an 
angle of no less than 165 degrees. 

If the hand muscles are so extensively paralyzed 
that function cannot be restored by suitable operative 
procedures, the Steindler tendon shift is contraindi- 
cated. If the medial epicondylar muscles are too weak 
to flex the elbow when gravity has been eliminated by 
passive abduction at the shoulder to 90 degrees, the 
operation should not be attempted. Even if some flex- 
ion power is present and this derives solely from the 
flexor digitorum sublimis, the tendon shift is not likely 
to be successful, since the patient will be compelled, 
after the operation, to flex the fingers when trying to 
flex the elbow. This will interfere with the graceful- 
ness of motion. A flail shoulder is, however, no contra- 
indication, provided the scapular muscles are strong 
enough to ensure shoulder control following the 
arthrodesis. 

The technique of the Steindler flexorplasty is out- 
lined in detail with excellent accompanying illustra- 
tions. 

With regard to after treatment, the authors empha- 
size that when the triceps is completely paralyzed, the 
immobilization period should be shortened to 2 
weeks; otherwise it is very difficult to straighten the 
elbow. The stretching should be done gently by a 
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Fic. 1 (McLaughlin). a, The penalty of an attempt to fix internally an unstable fracture without first transfixing 
the reduced fragments with a small stiff steel pin. b, Postoperative roentgenogram. Note the level of the fracture. 
c, Four years after operation, showing bony union and an excellent result. The patient had returned to her job as 


kitchen helper 2 weeks after operation. 


therapist who is accustomed to the postoperative 
treatment of tendon transplants, and should be com- 
bined with exercises to develop the strength of the 
flexors. From the outset, the patient should be taught 
to supinate as much as possible. Some pronation is 
inevitable, but by development of the flexor carpi 
ulnaris and the extensor pollicis longus (if one is 
present), this pronating effect of the pronator teres 
can be partly balanced. After the fourth week, a light 
turnbuckle brace is worn at night to help straighten 
the elbow. The authors are not satisfied unless exten- 
sion to 165 degrees is combined with flexion to 50 
degrees. 

The timing of the various operations is important. 
First, the work on the hand should be completed; the 
most frequent operation in the authors’ series has 
been the Bunnell tendon transplantation for paralysis 
of the opposing muscles of the thumb. Arthrodesis of 
the wrist has enhanced the effectiveness of the flexor- 
plasty in selected cases. The Steindler flexorpiasty or 
its equivalent should be performed next. Finally, when 
adequate elbow function has been secured, arthro- 
desis of the shoulder is performed. 

The operation can be performed at any age, pro- 
vided the patient is old enough to co-operate in the 
after treatment. The youngest patient in the present 
series was 4 years old; she secured an excellent re- 
sult. The oldest patient was 32 years old. 

—C. Fred Goeringer, M.D. 


Fracture of the Carpal Navicular “Scaphoid” Bone; 
Some Observations Based on Treatment by Open 
Reduction and Internal Fixation. Harrison L. 
McLaucuun. 7. Bone Surg., 1954, 36-A: 765. 


IN DEVELOPING a new operative technique for the 
treatment of fractures of the carpal navicular bone, 
the author hoped to overcome the long period of 
immobilization during which healing is required. The 
procedure was accomplished in 19 fractures of the 
carpal navicular bone over a 9 year period. Ac- 
ceptable indications included: (1) a justifiable reason 
for obviating the penalties of prolonged plaster im- 
mobilization; (2) fracture with displacement or in- 
stability at any level; (3) a fracture without displace- 
ment through or proximal to the waist of the navicu- 


lar; (4) a symptomatic ununited fracture without a 
vascular necrosis or arthritis. 

A description of the operation, with excellent illus- 
trations, is given. 

Five patients with ununited fractures received late 
internal fixation. All had remained untreated prior 
to operation. In each, the ununited fracture consti- 
tuted a major disability, sufficient to prevent work. 
The rapidity of return to regular work following op- 
erative fixation and the ease and comfort with which 
all of these patients have continued to carry out their 
normal duties have been surprising, especially since 
to date none have shown any definite evidence of bone 
healing. It seems improbable at this late date that 
bony union will even occur. However, sclerosis has 
not progressed at the edges of the ununited fracture, 
but, on the contrary, it has consistently regressed with 
time and use. 

Five patients with stable fractures were treated by 
early internal fixation. The technical problems of 
fixation were simple, and a rapid resumption of nor- 
mal activities was the rule. As might be anticipated 
from the nature of the lesion encountered, uneventful 
bony union occurred in all cases. 

Nine patients with unstable fractures received 
early internal fixation. Two of these cases are too 
recent for evaluation. In 7 patients, the postoperative 
clinical course was as satisfactory as for the patients 
with the stable fractures. 

The prognosis for any fracture of the carpal navic- 
ular may depend as much upon the intrinsic stabil- 
ity of the fragments as upon the level of the fracture, 
or the vascular status of the proximal fragment. The 
morbidity of fractures of the carpal navicular is re- 
duced greatly by internal fixation. Rapid relief of 
symptoms and return of function follow stabilization 
of an ununited navicular fracture by internal fixa- . 
tion, but bone healing is not to be expected following 
this procedure alone. —C. Fred Goeringer, M.D 


Fractures of the ——— Navicular (Scaphoid) ; a Re- 
port of 436 Cases. Marcus J. Stewart. 7. Bone Surg., 
1954, 36-A: 998. 


IF A FRACTURE of the carpal navicular is accurately 
reduced and adequately immobilized for a sufficient 


586 International Abstracts of Surgery - June 1955 
b c 


SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 587 


time, solid bony union may be expected. Failure to 
diagnose, to reduce, and to immobilize these cases 
properly is directly responsible for delayed union or 
nonunion. In delayed treatment, the presence of 
vacuolation or cystic change is not considered dis- 
couraging. When the fracture has been properly im- 
mobilized, the healing which takes place in the cystic 
area will include the fracture line. If the proximal 
fragment is viable, sclerosis at the site of the fracture 
is no contraindication to prolonged immobilization. 
Asa rule, after 2 or 3 months of uninterrupted immo- 
bilization, decalcification of the sclerosis will be ob- 
served, signs of union will follow, and ultimately solid 
bony union will take place. 

In adequately immobilized fresh fractures, the de- 
velopment of avascular sclerosis in the proximal frag- 
ment is no contraindication to continued nonopera- 
tive treatment. In the majority of cases, the fracture 
will unite and the proximal fragment will be revascu- 
larized. The wrist must be protected until revasculari- 
zation is complete. 

Rarely will normal function of the wrist be obtained 
following excision. Bone grafting or drilling will not, 
except in an occasional case, offer any better prospect 
of union, nor will they, as a rule, reduce the average 
period of disability. 

In the occasional fracture with excessive displace- 
ment of the proximal third, early excision of the prox- 
imal fragment is recommended, unless accurate re- 
duction can be obtained by manipulation. 

The type of plaster cast described ensures adequate 
immobilization of the navicular and allows the patient 
excellent use of the hand. 

The author observed 436 fractures of the carpal 
navicular. Of these, 11 were incomplete fractures in 
the distal third; all healed without delay. Three were 
bipartite fractures of the scaphoid with associated 
sprain. The other 422 cases form the subject of this 
review. The majority of the fractures (323) were fresh 
or acute injuries which were diagnosed immediately 
or within a period of one month. The remaining 99 
were old fractures, the average period of time which 
had — before the diagnoses were made being 38 
weeks. 

Of the 323 patients with fresh fractures, 320 were 
treated only by immobilization in plaster. Of this 
group, 258 patients obtained solid bony union with 
restoration of full function in the wrist and hand. 
They had an excellent range of painless motion, no 
point tenderness, a normal grip, and normal strength 
in the wrist. Therefore, 303 (approximately 95%) of 
the 320 patients treated by plaster immobilization 
obtained excellent or good results. 

Three of the 323 patients were treated by early ex- 
cision of the proximal fragment; all obtained good 
results. 

In 41 patients, mild to marked vacuolation or cystic 
changes were apparent at the site of fracture; an av- 
erage of 16 weeks in plaster was necessary for the 
group. Despite early diagnosis and adequate immo- 
bilization, avascular sclerosis developed in 22 (8.5%) 
of the 258 patients who obtained bony union and ex- 
cellent results. 

Of the 91 patients with old fractures, 90 were treat- 
ed by immobilization only. 


Collectively, the 51 fractures were immobilized for 
an average period of 20 weeks. In contrast, an average 
period of 12 weeks of immobilization was required for 
fresh fractures. Thus, an average of 8 additional weeks 
in plaster was made necessary by the delay in diag- 
nosis. 

The remaining 9 patients were treated by surgery— 
5 by autogenous bone grafts, 2 by excision of the 
proximal fragment, and 2 by multiple drilling. 

In one of the patients, treated by the application of 
a bone graft, the graft resorbed and the fracture failed 
to unite. —C. Fred Goeringer, M.D. 


ORTHOPEDICS IN GENERAL 


The Influence of Inactivity, With or Without Injury, 
on the Weight and Biochemistry of the Bones of 
Normal and Castrated Rats (Les répercussions pondé- 
rales et biochimiques de l’inactivité, simple ou combi- 
née A un traumatisme, sur l’os du rat normal et castré). 
René Fontaine, Paut MAnpDeEL, JEAN-NICOLAS MULLER, 
ABEL SIBILLy, and JACQUELINE BuRCKARD. 7. chir., 
Par., 1954, 70: 797. 


THE AUTHORS STUDIED the biochemical changes occur- 
ring in the bone tissue of the extremities of rats after 
immobilization. When the hind legs of normal and 
castrated rats were immobilized by a plaster cast for a 
period of 2% months, they found an increase of the 
weight of the dissected tibia amounting to 4 per cent 
in males, 20 per cent in castrated males, 17 per cent in 
females, and 25 per cent in castrated females. The 
calcium-phosphorus, calcium-nitrogen and phospho- 
rus-nitrogen content of the dried bone tissue was 
equal per gram weight when compared to the bones 
of control animals. Further experiments proved that 
water absorption only partially explained this weight 
increase. 

To find out whether these changes were not caused 
by compression by the cast, other methods of immo- 
bilization were used. The changes that occurred after 
sectioning the Achilles tendon were not significant. 
After section of the sciatic nerve the weight of the tibia 
decreased to an amount of 6:6 per cent. Normal cal- 
cium, phosphorus and nitrogen contents were found. 
Traumatizing the extremities before immobilization 
in a plaster cast caused a further increase of the weight 
of the tibia, and a decrease of 5 per cent of the calcium 
and phosphorus contents with no change in the nitro- 
gen content. 

In a final experiment, the authors crushed the legs 
which had been previously paralyzed by sciatic nerve 
section. They found a 5 per cent loss in the weight of 
the femur, and a 6 per cent increase in the weight of 
the tibia. There was some decrease in the phosphorus 
content of the dried bone. 

The authors reached the following conclusions: (a) 
plaster immobilization is followed by an increase of 
weight of the distal segment of the limb; (b) this in- 
crease can only partially be explained by water ab- 
sorption; (c) castration seems to cause a greater in- 
crease; (d) sciatic nerve section causes a decrease in 
the weight of the bone; (e) immobilization after trau- 
matizing the tissues further increases the weight but 
demineralizes the bone tissue. 

— Joseph C. Mulier, M.D. 
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Intensive Physical Therapy Aided by Curare in the 
Orthopedic Treatment of Poliomyelitis. Vicror H. 
RaltsMAN and FREDERICK CourTEN. Acta orthop. scand., 
1954, 24: 62. ; 


UNTIL RECENTLY in the United States, the orthodox 
treatment of poliomyelitis was based on the theory 
that if a muscle were weakened or paralyzed, its un- 
resisted normal antagonist would pull the part into a 
deformed attitude. New studies show that the over- 
pulling muscle is not normal but is subject to increased 
irritability. This condition was labelled ‘muscle 
spasm” by Elizabeth Kenny. 

Following the work of Schwartz, Ransohoff showed 
that most, if not all, skeletal muscles of the body dem- 
onstrate abnormal action currents in acute poliomye- 
litis. After administration of curare aided by intensive 
stretching, the abnormal currents were diminished or 
obliterated and the disproportion in activity of the 
muscles and their antagonists did not occur. 

Involuntary muscle shortening is a constant finding 
in the acute stage of poliomyelitis. Maintenance of 
normal muscle length has always been known to be 
important. For example, the purpose of lengthening 
the Achilles tendon by tenotomy is not only to correct 
the deformity but also to stop the overstretching of its 
antagonists. If the tendency to shorten is overcome by 
stretching aided by curare, normal muscle length will 


be re-established and can be maintained as long as 
stretching is continued. This means absence of con- 
tractures and the elimination of operations for their 
correction. 

Stretching is a logical and already tested method 
for lengthening muscles in poliomyelitis. The stand- 
ards for stretching may seem excessive, but (in the 
author’s belief and from his experience) must be em- 
ployed. Follow-up studies for several years reveal no 
damage to muscles. As soon as stretching was neglected 
the muscles began to tighten up to the range within 
which the patient used them. Curare is employed un- 
til the standards for normal muscle length have been 
attained. It is most desirable to carry out the treat- 
ment of poliomyelitis in a hospital. Dosage, safe- 
guards, and precautions in the use of curare are dis- 
cussed at length. ; 

When complete relaxation has been obtained 
through the early phase of treatment, other types of 
therapy are employed, viz., exercise, electrical stimu- 
lation, muscle re-education, and progressive assistive 
or resistive exercises; however, persistent stretching 
for the rest of the patient’s life is desirable. Devoting 
15 minutes each day to prescribed exercises is after all 
a small price to pay for avoidance of deformity and/or 
possible corrective surgery and braces. 

—Kenneth E. Sherman, M.D. 
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SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


BLOOD VESSELS 


Composite Venofascial Autografts; Creation and Em- 

loyment; an Experimental Study. Newron Cuun, 

CHARD Forney, and Ecpert H. Fei. J. Thorac. 
Surg., 1954, 28: 281. 


WITH THE current extension of the therapeutic scope 
of vascular surgery, the limited availability of satis- 
factory grafts for replacement in major arteries be- 
comes a matter of considerable importance. Because of 
tissue survival and the low inc’ “=nce of degeneration 
in experimental autogenous vz. -:iar grafts, native 
grafts are desirable, but the indispensability of the 
human arterial tree limits the source of workable 
autologous tissue tubes. In the belief that one could 
make a large caliber graft from small veins properly 
supported so that it would not undergo dilatation, and 
with the added advantages of availability and auto- 
genicity, the authors undertook a series of experiments 
in an attempt to fashion such grafts from veins within 
the host. 

Eighteen to 30 pound dogs were employed and 
venous segments from the same animal supported by 
fascia from the fascia lata, lumbodorsal fascia, fascia of 
the external oblique aponeurosis, and from the rectus 
abdominis aponeurosis were used. External jugular 
vein segments were implanted at the above sites. 
‘These segments of jugular vein measured from 6 to 8 
cm. in length, and they were sewn as rectangles on the 
fascia in eight experiments. In 9 to 24 days re-exami- 
nation of these sites disclosed serouslike cavities with 
smooth, glistening surfaces. Futher experiments were 
then performed in which freshly sutured venous seg- 
ments were placed on fascia and were wrapped to- 
gether around nonreacting plastic stents with the 
blood supply to the fascial pedicle maintained at either 
end of such tubes. These tissue tubes with stents were 
left in situ for periods ranging from 7 to 52 days. Nine- 
teen such venofascial tubes were recovered and trans- 
planted as autografts into the thoracic and abdominal 
aorta for periods of 2 to 156 days, after which aorto- 
grams were taken and the animal sacrificed. A few 
days after aortic transfer the graft is surrounded by 
vascular granulations, and the surface is coated with a 
thin, fibrous layer. Reconstruction and resurfacing of 
the graft procedes centripetally from the junctional 
host tissue at the anastomotic lines and endothelializa- 
tion becomes evident at 3 weeks. The proliferating 
aortic endothelium eventually completely relines the 
graft. The original fascia and the fibroelastic venous 
layer survive. In one graft there was slight dilatation, 
in three grafts focal hyaline deposits were found at 
35, 37, and 70 days, and one graft showed microscopic 
calcific deposits at 70 days. 

In this study the survival and persistence of the 
venous and fascial elements and the low incidence of 
degenerative changes were promising as to long-term 
prognosis. The venous intima is replaced by a fibro- 
serous lining which in turn is replaced by aortic endo- 
thelium. —Allan D. Callow, M.D. 


Neurologic Damages in Disturbances of Peripheral 
Circulation (Neurologische Ausfaelle bei peripheren 
Durchblutungsstoerungen). H. BercHaus and H. 
Feiten. Langenbecks Arch. u. Deut. <schr. Chir., 1954, 
278: 434. 


THE AUTHORS REVIEW the literature dealing with 
neurologic changes which accompany peripheral vas- 
cular diseases, and report on a series of 25 patients 
who suffered either from endangiitis obliterans or 
obliterating arteriosclerosis. All of the patients showed 
intermittent claudication of varying severity. 

The patients were examined by oscillography and 
serial arteriography; where necessary, aortography 
too was done. At the same time a complete neurologic 
examination was carried out in order to reveal changes 
in sensibility accompanying the vascular disturbance. 

Some degree of hypesthesia was found in an over- 
whelming majority of all cases in which obliteration of 
the arteries was demonstrated by angiography. The 
degree and extent of the sensory disturbance were in 
direct proportion to the site and completeness of the 
obliteration. The area of the sensory lesions did not 
coincide with the area innervated by certain periph- 
eral nerves, nor with the boundaries of dermatomes; 
rather, there was a diffuse lowering of sensitivity, most 
marked in the distal portions and gradually improv- 
ing in the proximal direction, corresponding roughly 
to the area supplied by the obliterated blood vessels. 
While all qualities of sensibility were involved, the 
sense of temperature proved to be affected in a higher 
degree than the other qualities. 

The writers assume that the disturbance is due to 
chronic hypoxia of the sensory end organs in the 
periphery. — Werner M. Solmitz, M.D. 


Arterial Shunts; a Technique for Replacing Segments 
of Large Vessels. Howarp MAHOoRNER and RoweENA 
SPENCER. Angiology, 1954, 5: 294. 


Tue auTHorS have been engaged in developing a 
means of keeping blood circulating through the aorta 
while a graft was being inserted. The purpose is to 
obviate the dangers of cardiac, renal, or neurologic 
complications which threaten prolonged aortic cross- 
clamping. In working with dogs, the technique of us- 
ing a temporary polythene tube shunt to maintain 
blood flow during segmental replacement of the aorta 
was found to be disappointing. Difficulty was experi- 
enced in closure (without constriction of the lumen) 
of the stab wounds in the aorta after the tube was 
removed, or hemorrhage resulted from tearing out of 
the sutures. The authors have devised a new tech- 
nique, in which a reconstituted frozen homologous 
aortic segment is used as a shunt graft, applied as 
two end-to-side anastomoses while the aorta is only 
partly occluded by clamps. 

Short abstracts of 12 cases of aneurysms of the 
large vessels are appended. In 2 of the patients, seg- 
ments of larger vessels including the aneurysms were 
replaced by homologous grafts, with good results. The 
homologous graft shunt technique was used. The 
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authors suggest that this method is a practical solution 
to the problem of placing segments at high levels in 
the aorta. —Edwin F. Pulaski, M.D. 


Maintaining Sterility During Storage of Arterial 
Homografts. J. D. MorteNsEN, LYLE A. WEED, and 
Joun H. Grinotay. 7. Laborat. Clin. M., 1954, 44: 604. 


PRESERVED SEGMENTS of aorta or major arteries which 
have been removed from suitable donors within a 
few hours after death may be used as arterial grafts. 
These grafts must be sterile at the time of implanta- 
tion, otherwise abscess formation, necrosis, and 
hemorrhage are likely to occur. Even if fatal hemor- 
rhage were avoided and infection controlled, subse- 
quent fibrosis would be likely to cause constrictive 
narrowing of the graft. 

To assure sterility of a homograft the graft must be 
sterile when it is placed in storage, and it must be 
preserved from contamination during the storage 
period. Because of these considerations, it has become 
standard practice in most arterial banks to place an 
antibacterial agent in the solution in which the graft 
is washed when it is first obtained, and also in the 
storage medium. The usual agents are penicillin, 100 
units per cubic. centimeter, and streptomycin, 0.1 
mgm. per 100 c.c. Although the authors are not aware 
of reports of unfavorable effects from the use of these 
antibiotics, the following objections might be raised: 

Neither penicillin nor streptomycin is fully effec- 
tive against all organisms; both penicillin and 
streptomycin deteriorate rather rapidly in solutions 
of the concentrations commonly used, and the rather 
rapid and continuing emergence of strains of common 
contaminating bacteria which are resistant to peni- 
cillin and streptomycin, either or both, is a source 
of concern, since contamination of the graft with 
such organisms would not be eradicated by these 
antibiotics in the storage medium. Furthermore, a 
clinical infection resulting from implantation of such 
a contaminated graft would not respond to adminis- 
tration of these antibiotics. This objection alone 
seemed to the authors a potent argument against 
the use of penicillin and streptomycin as bacterial 
inhibitors in arterial homograft banks. 

Published reports indicated that a dilute, aqueous 
solution of merthiolate (sodium ethylmercurithio- 
salicylate) might prove an acceptable agent for 
maintaining sterility in arterial homograft banks. 
The authors used this agent in their experimental 
arterial homograft bank and found a buffered solu- 
tion of merthiolate, in a concentration of 1 in 1,000, 
to be a safe, efficient, and satisfactory decontaminat- 
ing agent for use in solutions employed in arterial 
homograft banks. For this purpose it had certain 
theoretic and practical advantages over the more 
commonly used penicillin and streptomycin. How- 
ever, it could not be relied upon to sterilize grossly 
contaminated arterial segments; rather, it was used in 
a prophylactic manner, to maintain sterility of 
grafts obtained under the most favorable aseptic 
conditions. 
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The Fate of Heterologous Arterial Grafts; An Experi- 
mental Study. Oscar CREECH, JR., MICHAEL E. De 
Baxey, Mitton Sexr, and Hatpert. Surgery, 
1954, 36: 431. 


THE AUTHORS STUDIED the changes that occurred 
following implantation of arteries from slaughtered 
hogs. sheep, and calves into the dog. Preliminary 
studies revealed that because of variation in thickness 
of the blood vessels of the sheep and the calves, the 
blood vessels from the hogs were found to be more 
suitable for implantation into the dog. For this reason, 
only one sheep artery and three calf arteries were 
studied, all others being grafts taken from hogs. Fol- 
lowing removal of the vessels from the animals, the 
vessels were washed with physiologic saline containing 
penicillin and streptomycin, and then the blood vessel 
segments were preserved in two ways: (1) fixation 
with 4 per cent neutral formalin, and (2) by freeze- 
drying. The blood vessels were transplanted into the 
carotid arteries, thoracic aorta, and abdominal aorta 
of dogs. Anastomosis was accomplished by a simple 
continuous suture with No. 00000 arterial silk. All 
animals received 300,000 units of penicillin daily for 
5 to 7 days. The results were as follows: 

Formalin-fixed grafts were inserted into the carotid 
artery in 14 dogs, the thoracic aorta in 8, and the ab- 
dominal aorta in 2. Of the 44 dogs, 18 survived for 
less than 1 month, graft failure accounting for 4 of 
these deaths. Of the remaining 26 animals, 5 died 7 
to 29 months after operation from causes unrelated 
to the graft, 20 were sacrificed, and 1 animal was liv- 
ing at the time of the present report, 31 months post- 
operatively. 

Of the 12 dogs receiving freeze-dry heterologous 
grafts implanted into the abdominal aorta, 4 survived 
less than 1 month, graft failure being responsible for 
the brief survival in 2 of these; 1 died 13 months post- 
operatively from rupture of an aneurysm in the graft; 
5 were sacrificed; and 2 were alive 20 and 21 months 
after operation. In dogs surviving for more than 1 
month, the condition of the grafts was determined by 
arteriography or at necropsy. Of the 26 animals in 
which formalin grafts were inserted, and with survival, 
11 were patent and 15 were occluded. Five of the 
patent grafts were dilated. Of the 8 freeze-dry grafts, 
7 were patent, and 1 was occluded by a thrombus. 
Four of the patent grafts were dilated. 

Detailed histologic studies were carried out on all 
specimens, and the authors observed that, in general, 
the fate of heterografts is that of gradual deterioration 
rather than replacement and restoration. Dilatation 
of the heterografts was seen in one-half of all those 
which were older than 18 months. 

The authors have utilized a freeze-dry hog’s artery 
to bridge a defect created by resection of an external 
iliac artery in a patient with carcinoma. Arteriography 
5 months subsequently disclosed a dilatation of the 
graft to twice its former size. Seven months after the 
operation, at autopsy, the graft was found to be di- 
lated and occluded by a recent thrombus. 

— Yoshio Sako, M.D. 
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SURGICAL TECHNIQUE 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Artificial Solutions for Infusion in the Treatment of 
Burn Shock (Kuenstliche Infusionsloesungen in der 
Therapie des Verbrennungsschocks). H. W. ScHEGA. 
Chirurg, 1954, 25: 396. 


THE AUTHOR states that the reduction in mortality 
from severe burns has been reduced to one-seventh 
of what it was before World War I, and that casual- 
ties with up to 70 per cent of body surface burns are 
sometimes saved. This is due to our increased knowl- 
edge of water, electrolyte, and protein behaviors, not 
to improvements in local therapy. Burn shock is due 
to oligemia. With the aid of diagrams with which we 
are all familiar it is pointed out that in shock from 
these causes, e.g., hemorrhage, the body can combat 
oligemia and, hence, shock by peripheral vasocon- 
striction, and by the inflow of fluid from the inter- 
stitial spaces into the blood stream. These two mech- 
anisms depend, however, upon intact capillary walls. 
Due to the action of toxins (unknown protein break- 
down products) the capillaries are damaged in burns 
and the protective mechanisms do not work, and in- 
deed the damaged walls allow protein to escape into 
the tissue spaces, compounding the oligemia by loss 
of the blood stream of its relative osmotic pull. 

Treatment of shock means correction of oligemia. 
Debate in the international literature centers around 
the use of crystaloid versus colloidal solutions. The 
author carried out extensive experimental work on 
animals, although the details are reported elsewhere. 
He concludes here that noncolloidal infusion solu- 
tions leave the circulation almost immediately in the 
case of burn shock, taking protein with them, thereby 
not helping the oligemia and at the same time ag- 
gravating the edema. This edema fluid, in being 
mobilized days later, overburdens the heart, lungs, 
and kidneys. 

The author emphasizes that noncolloidal solutions are 
absolutely contraindicated in the treatment of burn shock. He 
uses plasma, human albumin, and plasma volume 
expanders, and seems to favor plasma over whole 
blood. If additional salt is needed it is given prefer- 
ably by mouth, but occasionally by clysis, in which 
case hyaluronidase has been added. Rutin and anti- 
histaminics are given to help restore the normal 
capillary permeability. 

Schega refers to the literature, including our rec- 
ognized authorities on the subject, rather extensively. 
Some of these authorities will not agree with his 
conclusions. —Robert C. Combs, M.D. 


Postoperative Wound Infections Due to Staphylococ- 
cus Aureus. CHestER W. Howe. WV. England 7. M., 
1954, 251: 411. 


‘THE PRESENT REPORT deals with the incidence of post- 
operative sepsis in so-called clean wounds and with 
the staphylococcal carrier rate in hospital patients and 
personnel. 
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Reports from various laboratories throughout the 
world bear out the fact that penicillin-resistant strains 
of coagulase-positive hemolytic Staphylococcus aure- 
us recovered from hospitalized patients have in- 
creased since the introduction of penicillin in 1941. 
Earlier reports indicated that resistant strains were 
found in only about 10 to 15 per cent of those tested, 
whereas more recent studies show that 50 to 75 per 
cent of staphylococci from various clinics are penicil- 
lin-resistant. 

There are a number of articles in the literature 
concerning therapeutic failures as a result of infection 
with penicillin-resistant Staphylococcus aureus, but 
these reports are as yet few in view of what might be 
anticipated from emphasis on the laboratory findings. 
Various mechanisms have been postulated for the de- 
velopment of resistance, but most investigators have 
stressed the fact that all resistant strains of staphylo- 
cocci isolated from their patients have been penicil- 
linase producers. This type of resistance is not an 
acquired characteristic. Recent studies, which have 
included bacteriophage typing of strains, indicate 
that the widespread use of penicillin has reduced the 
number of sensitive strains and allowed penicillinase- 
producing staphylococci to flourish and become pre- 
dominant. These resistant strains are then dissemi- 
nated from patients to carriers and thence to other 
patients. Spread probably occurs largely by personal 
contact, but air and dust have been recovered contain- 
ing resistant staphylococci in clinic wards, the number 
of organisms recovered correlating roughly with the 
amounts of antibiotics used on a given ward. 

There has evidently been a change in the type of 
bacterial population, rather than an actual develop- 
ment of resistance under treatment in most cases so 
that penicillinase-producing staphylococci, formerly 
in the minority, have now become predominant in 
certain areas. It appears that to maintain a high 
incidence of resistant strains among carriers, a large 
number of patients must be receiving the drug. This 
condition is fulfilled on a surgical service where many 
patients are receiving penicillin, the most commonly 
used antibiotic, therapeutically and prophylactically. 

It is apparent that this increase in the number of 
resistant strains is observed primarily in hospitals. This 
is attested by the following facts; the greatest preva- 
lence of resistant organisms is found in hospital pa- 
tients, among whom penicillin is most heavily used; 
the number of resistant strains isolated from out- 
patients is roughly half that isolated from inpatients; 
and present information does not indicate that natur- 
ally occurring staphylococci carried by the population 
at large are frequently resistant to penicillin. It is also 
apparent from recent studies that staphylococcal 
resistance, whatever the mechanism may be, is likely 
to develop with other antibiotics than penicillin and 
that the development of resistance to a drug is roughly 
in proportion to its use in a given area. 

The author presents statistics compiled from a re- 
view of all operations performed during the years 1949 
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to 1953 on the surgical service, both house cases and 
private cases. The operations were classified accord- 
ing to the amount of chance for infection that was to 
be anticipated. In the first group, clean operations 
such as herniorrhaphies, mastectomies, and sympa- 
thectomies were included. In the second group, opera- 
tions in which there was a potential contaminant, but 
in which the wounds were generally anticipated to be 
clean, were placed; these included cholecystectomy, 
intestinal resection, perineal surgery, and skin graft- 
ing procedures. The third group was for operations in 
which sepsis was expected, such as drainage of an 
abscess. The fourth group included those procedures 
which did not involve incisions such as reduction of a 
fracture or endoscopy. Data are presented showing that 
the rate of infection of clean wounds after operations 
(at the Massachusetts Memorial Hospital) has grad- 
ually increased in a stepwise, statistically significant 
fashion over the past 5 years despite the prophylactic 
use of antibiotics. 

It is known that the nose and nasopharynx are the 
chief reservoirs of virulent staphylococci and that 
nasal carriers or patients with open wounds contain- 
ing this organism also carry it on the skin very fre- 
quently. The patients and personnel in one ward and 
in the operating room were chosen as a sample cross- 
section on which to perform a cursory check of the 
hospital carrier rate of Staphylococcus aureus. In 
August, 1953, cultures were performed on all patients, 
house officers, nurses, orderlies, dietitians, clerks, 
messengers, and all persons working in the selected 
areas on both day and night shifts. Swabs wet with 
beef-heart infusion broth, enriched with sheep’s blood 
and fortified with para-aminobenzoic acid were used 
to culture the nose and nasopharynx, and another 
swab was drawn across the length of the hand and 
down each finger—that is, five times each on both 
dorsal and palmar surfaces of the hand. The cultures 
were planted in beef broth and on blood-agar plates. 

All floras were tested for sensitivity by means of 
antibiotic discs containing one unit of penicillin. The 
discs were placed on blood-agar plates freshly inocu- 
lated directly from the culture swabs, and the zones of 
inhibition were interpreted after 24 hours’ incubation 
at 37 degrees C. Particular attention was given to the 
size of the inoculum. If the plate did not present a 
solid sheet of growth the test was repeated with a 
heavy inoculum. Pure subcultures of staphylococci 
were made for sensitivity testing in a few cases, when 
necessary, because of the presence of other bacteria. 
Organisms with zones of inhibition of 11 mm. or less 
in diameter were considered resistant to penicillin. All 
others were considered penicillin-susceptible for the 
purposes of this survey. 

In this fashion, 88 personnel and 37 patients were 
cultured. Of these, 124 (99.2 per cent) carried Staphy- 
lococcus aureus either in the nose or nasopharynx or 
on the skin, and the majority had the organisms in 
both areas. Since the nose and nasopharynx are the 
most important reservoirs the organisms recovered 
from nasal cultures were subjected to penicillin sensi- 
tivity tests. Of 116 strains, 91 (78.5 per cent) proved 
to be penicillin resistant. The highest incidence of 
heavy growth occurred in personnel having most inti- 
mate contact with patients, namely, nurses, nurse’s 


aides, and attendants. Doctors were next in frequency, 
and personnel having relatively little actual patient 
contact demonstrated lighter growth on culture. 
Anesthetists yielded uniformly heavy growth. 
Analysis of the hospital carrier rate and bacterial 
flora of infected wounds strongly suggests that this 
increase in postoperative sepsis is due to an abnor- 
mally high penicillin-resistant carrier rate in hospital 
personnel and patients as a result of the widespread 
use of penicillin. These findings are in keeping with 
the recognized trend toward increase in the number 
of penicillin-resistant staphylococci being reported 
and the clinical and therapeutic problems that result 
from it in the field of medical infections. The serious 
physical and financial burdens imposed on patients 
who contract major postoperative sepsis merit con- 
tinued study. — Matthew H. Evoy, M.D. 


ANESTHESIA 


The Effect of Atropine and Scopolamine on the Sub- 
sequent Injection of Epinephrine in Thyrotoxic 
and Euthyroid Patients. STANLEY J. SARNOFF and 
OLIVER Cope. Anesthesiolog y, 1954, 15: 484. 


NumERrovws studies have demonstrated the increased 
response to the administration of epinephrine in the 
experimental animal given thyroxin. It has also been 
shown that when atropine is given prior to the admin- 
istration of epinephrine, the latter produces a greater 
effect on the pulse rate and blood pressure than would 
otherwise occur. In the year before this study, 4 thy- 
rotoxic patients whose basal metabolic rates had been 
brought to normal or near normal levels, exhibited a 
reaction of appreciable proportion during operation. 
Each had received atropine as a premedication. It 
was thought worth while to ascertain whether or not 
a given dose of epinephrine produces a more marked 
effect after atropine has been administered. Therefore, 
5 thyrotoxic and 9 nonthyrotoxic patients were given 
epinephrine subcutaneously or (in some cases) intra- 
venously, and variations in blood pressure and pulse 
rate were noted. These findings were compared with 
those in patients who were given atropine first, and 
then epinephrine. The comparison was also made with 
the effect of atropine and scopolamine given prior to 
the administration of epinephrine. 

It was seen that the preliminary injection of atro- 
pine sulfate, in doses commonly used clinically as pre- 
operative medication, augments the effect of subse- 
quently administered epinephrine hydrochloride. This 
is true of the thyrotoxic as well as the normal patient. 

The augmented effect is evidenced by a higher and 
more prolonged rise in pulse rate and systolic pres- 
sure, and by an increase in subjective distress and 
muscular tremor in the thyrotoxic patient. 

The effect is independent of the route of administra- 
tion used for either drug. 

Inasmuch as the pulse rate and blood pressure are 
important criteria in evaluating the operative course 
of thyrotoxic patients, it seems unwise to distort these 
values by the administration of atropine. Scopolamine 
may produce the same type of augmentation but in 
these patients did so less often and to a lesser degree. 
It has an additional advantage of being effective as a 
drying agent in smaller doses. 

—Edmund R. Donoghue, M.D. 


SURGICAL INSTRUMENTS AND APPARATUS 


The Skin Dermis Graft as an Alternative to the Direct 
or Tubed Flap. Witrrep Hynes. Brit. 7. Plast. Surg., 
1954, 7: 97. 


THE SKIN dermis graft is proposed as a substitute for 
the more complicated direct or tubed pedicle flaps 
which necessitate multiple operations over a long 
period of time, and may involve acrobatic positions, 
and which are susceptible to complications such as 
necrosis due to failure of circulation, or hematoma. 
This technique provides, by means of a free graft, a 
skin cover containing a layer of dermis as thick as, or 
thicker than, the ordinary full thickness Wolfe graft. 
The author has named this a dermis skin graft as it 
consists of two main layers, a thick split-skin graft, 
and an equally thick layer of dermis with a small 
quantity of fat between them. It has been used to re- 
place unstable scars of the lower limb adherent to 
underlying sclerosed bone instead of a cross-leg flap or 
abdominal tubed pedicle. 

The method as applied to such a lesion consists of 
a series of three operations. The scar is excised and 
sclerotic bone is chiselled away until bleeding bone is 
encountered; dressings are applied and the wound is 
encouraged to granulate, which takes approximately 3 
weeks. At this time, a thin split-skin graft is taken 
from the thigh, and saved. The dermis thus exposed 
and the underlying skin layer of fat is next removed by 
knife dissection, and the donor site is closed by a skin 
graft from the opposite thigh. With scissors, most of 
the fat is removed from the deep surface of the dermis 
showing the pits and allowing tiny scattered clumps of 
fat to remain. This thick dermis graft is applied to the 
original lesion in a reversed position, with the super- 
ficial surface opposed to the granulation tissue. The 
deep pitted surface is now superficial and this is covered 
in turn by the thin split graft which was just taken and 
which is sacrificed as a physiological dressing. A pres- 
sure dressing is applied and the wound is dressed 7 
days later. As a rule, the dermal graft takes well; the 
split skin graft is lost. Saline dressings are now applied 
for 3 to 4 days until granulation tissue begins to appear 
in the dermal pits, whereupon the patient is ready for 
the last operation which consists of the application of a 
thick split-skin graft. Upon taking, the cover will now 
consist of a thick deep layer of dermis and a more super- 
ficial split-skin graft with a scanty layer of fat between 
them. Occasionally, the physiological dressing of thin 
split skin will take, and obviate the need of the last 
operation. Furthermore, if the last operation should 
have a poor take, the derma will epithelialize itself 
from the remnant of epithelium in the skin adnexae. 

The author claims that dermis without its epithelial 
covering, when applied in a reversed position, takes as 
a free graft more readily than does a split skin graft of 
the same thickness. Theoretically, this is due to the fact 
that the deep surface of a Wolfe graft reveals numerous 
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Fic. 1 (Hynes). Adherent ulcerated leg scar treated by 
a dermis-skin graft. a, Before treatment. b, Excised defect 
covered with healthy granulations. c, Result 2 years after 
— d, Result showing mobility of skin-dermis 
graft. 


pits, each containing either a hair follicle or portion of 
a sweat gland, surrounded by a plug of fat. This elim- 
inates 40 per cent of the graft from contact with the 
recipient bed when applied in routine fashion. Re- 
versing the dermal graft exposes the entire fat-free 
dermal surface to the vascularizing influence of the 
host, which permits survival of the derma and the 
small islands of fat in the pits, and this in turn can 
nourish the second thick split-skin graft. 

The author has used this method in 21 cases during 
a period of 2 years. No epithelial cysts have appeared, 
and the method provides a skin cover which is not 
adherent and can be moved over the bone. Fig. 1 
illustrates this strikingly. 

Three cases are presented in detail with photo- 
graphs. The procedure is not recommended for those 
cases in which so much tissue must be removed that 
the limb will be seriously weakened. 

—Carl Schiller, M.D. 
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PHYSICOCHEMICAL METHODS IN SURGERY 


ROENTGENOLOGY 


Some Observations Concerned with Carcinoma of the 
Breast. MARLYN W. MILLER and EuGENE P. PENDER- 
crass. Am. 7. Roentg., 1954, 72: 263, 462. 


A seris of 1,034 patients with primary carcinoma 
of the breast was treated during the period between 
1923 and 1943. Of the 1,029 cases that could be classi- 
fied, 362 patients were treated by surgery alone, 557 
by surgery and irradiation, and 110 by irradiation 
alone. 

These primary breast carcinomas were all classi- 
fied by the surgical member of the team, into Port- 
mann’s Four-Group Clinical Classification, Richards’ 
Five Stages of Disease Classification, and Richards’ 
Clinical Index of Malignancy. 

The survival rates in this series were compared 
with those of Portmann and of Richards, and show 
no improvement when irradiation is employed in 
addition to surgery. In this manner, the results 
differ from both Portmann’s and Richards’ series. 

In this series of 557 patients treated with surgery 
plus irradiation, 24 patients had preoperative ir- 
radiation but no postoperative irradiation; 34 had 
both preoperative and postoperative irradiation; 303 
had postoperative irradiation; and 29 had _ post- 
operative irradiation to parts other than the operative 
field. The 5 year survival rates for the above groups 
are: 20.8 per cent; 29.4 per cent; 34.9 per cent; 
41.3 per cent. 

Statistically the 5 year survival rate was not in- 
creased by the use of preoperative or any form of 
postoperative irradiation over that obtained by 
surgery alone. This may be explained by virtue of the 
fact that only a small number of patients received a 
tumor dose of 3,000 roentgens or more, and this was 
given over a prolonged period of time. 

Abstractors note: Most radiation therapists feel 
that a minimum tumor dose of 5,000 roentgens must 
be given in about 6 weeks to be effective. 

—John F. Gaughan, M.D. 


Angiocardiography by the Subclavicular Route 
par voie sous-claviculaire). 
R. AuBaniac, P. VIALLET, L. SENDRA, P. ComBE, and 
L. Cuevrot. Presse méd., 1954, 62: 1308. 


THE AUTHORS have experimented with the subclavic- 
ular route for angiocardiography (discovered by Au- 
baniac) since 1952. This route affords sure access to 
the large brachiocephalic venous trunk which is abso- 
lutely fixed and patent, and is easily punctured by the 
technique described. It is indicated for all intravenous 
infusions if use of the usual veins is impracticable, as 
in children or in severe shock. It had been admitted 
that this route is useful in angiocardiography of the 
young or obese patient, but as the first studies were 
performed it appeared to be the route of choice in the 
adult as well as in the child. 

The peripheral route, with or without exposure of 
the vein, is not practicable in all subjects and int-o- 
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duces a “dead space” before the dextrogram is ob- 
tained. The paracardiac procedures, although yield- 
ing good results, require a minor intervention in the 
introduction of the catheter. Direct cardiac procedures 
may be dangerous and frequently are incomplete. The 
subclavicular route requires only a transcutaneous 
puncture and can be performed at any age. It allows 
the use of a very large needle, which results in an ex- 
cellent radiopaque bolus. The roentgenologic re- 
sults are very good, comparable to those of the cathe- 
terization procedures, and sometimes superior to the 
latter. The only disadvantage is the possibility of para- 
mediastinal injection, a benign mishap which can be 
avoided by adequate fixation of the needle prior to 
the injection. 

The patient is placed on the seriograph and the 
physician stands on his right side. The needle is placed 
on a syringe and threaded into a special stop. The left 
index finger locates the first costochondral junction 
and then moves slightly laterally, keeping contact 
with this landmark and with the clavicle at all times, 
Puncture at this site is then made either in the hori- 
zontal plane or slightly superior, mesial, and posterior 
to it (40 degrees with the frontal plane). The needle 
is advanced until free reflux of blood is obtained, the 
stop is secured to the skin, the syringe is removed, and 
the injection apparatus is connected.— 

— Jonas Brachfeld, M.D. 


Gastric Volvulus. CHARLES GoTTLiEB, Davin LEFFERTS, 
and SAMuEL L. BeranBaAum. Am. 7. Roentg., 1954, 72: 
609. 


ALTHOUGH previously rare, gastric volvulus was de- 
scribed as early as 1866. Opinion varies as to its 
etiology, and a variety of types of volvulus occur. The 
topographical classification by von Haberer is recom- 
mended as the most satisfactory to date. It lists 
the types of volvulus according to the types of ro- 
tation, and further classifies them according to ex- 
tent, direction of rotation, etiology, and severity of 
symptoms. 

Volvulus may occur secondarily to an intrinsic 
lesion of the stomach or to an extrinsic lesion of the 
neighboring organs. At times no cause can be demon- 
strated. Of the extrinsic causes, an abnormally long 
gastrohepatic or gastrocolic omentum seems most 
important. —Lois Cowan Collins, M.D. 


Gastric Volvulus; Idiopathic Gastric Volvulus. Davin 
LEeFFERTS, SAMUEL L. BERANBAUM, and CHARLES 
Gortuies. Am. 7. Roentg., 1954, 72: 616. 


GASTRIC VOLVULUs may be present without symptoms, - 
or it may produce intermittent mild or acute upper 
abdominal distress, depending on the degree of rota- . 
tion. Volvulus up to 180 degrees may be present 
without obstruction or strangulation of the blood 
supply and may undergo spontaneous resolution. 
When the rotation is beyond 180 degrees the patients 
present signs of complete obstruction and the pos- 
sibility of continuing strangulation. 


Nine cases are presented, 6 organoaxial and 3 
mesenteroaxial. The first group were all supracolic 
and the latter group were infracolic. 

—Lais Cowan Collins, M.D. 


Gastric Volvulus; Secondary Gastric Volvulus. Sam- 
uvEL L. BERANBAUM, CHARLES GOTTLIEB, and Davip 
LerFERts. Am. 7. Roentg., 1954, 72: 625. 


‘TWELVE CasEs of the secondary type of gastric volvulus 
are presented. Organoaxial volvulus and cascade 
stomach may be difficult to differentiate, but the 
following features are useful in making the differentia- 
tion. The cascade stomach shows one fluid level, the 
volvulus two. The greater curvature is not uppermost 
in cascade action, but it is in volvulus. In volvulus, 
the uppermost rotated greater curvature forms a con- 
vex curve continuous with the duodenum, simulating 
an apparently enlarged sweep of duodenum. In cas- 
cade stomach the esophageal orifice is in normal 
position; in volvulus the orifice is in an unusually low 
position. 

In all cases of acute conditions in the abdomen, 
volvulus should be considered. 

The etiologic relationship of the colon should always 
be considered. The transverse colon is high in the 
epigastrium and in close relation to the stomach. Two 
cases showed the presence of hepatodiaphragmatic 
interposition of the colon. 

—Loits Cowan Collins, M.D. 


The Radiologic Diagnosis of Lower Urinary Ob- 
struction in the Early Years. D. InNEs WILLIAMs. 
Brit. J. Radiol., 1954, 27: 473. 


THE PRESENT article is concerned with obstructions 
involving the lower urinary tract which cause reten- 
tion of urine and dilatation of the ureters because it is 
in these groups that infants and children present cer- 
tain problems and suffer some rather unfamiliar dis- 
eases. The obstructions, for which radiologic assistance 
is required, are chronic lesions. The intravenous pye- 
logram is the first investigation undertaken in any 
case of urinary obstruction. Films are taken of the 
bladder before, during, and after micturition. Ure- 
thrograms, to be of value, must show opaque fluid 
being propelled downwards from the bladder, a pro- 
pulsion which may be accomplished by active mictu- 
rition or by manual pressure upon the anesthetized 
bladder. The urethra may be anesthetized locally by 
the injection of xylocaine gel or under general anes- 
thesia. Expression cystourethrograms may be obtained 
by pressure on a distended dye-filled bladder. Ante- 
rior urethral obstructions are not common in child- 
hood. Diverticula occur occasionally. 

In the posterior urethra of the male a relatively 
common abnormality is the formation of obstructing 
valvular folds of mucous membrane below the veru- 
montanum. The valvular folds are an exaggeration of 
one of the ridges normally found in the posterior 
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urethra. The posterior urethra is dilated and elon- 
gated down to the region of the perineal membrane. 
The verumontanum is usually somewhat enlarged, 
and the ridges running down from it can be observed. 
The bladder neck usually shows as a strongly hyper- 
trophied ring of muscle. In the plates, the urethral 
dilatation and the bladder neck hypertrophy are the 
obvious findings. Occasionally there is a reflux of dye 
into the seminal vesicles or vasa. Variations upon the 
classical pattern of urethral valves are seen from time 
to time. 

Congenital strictures may occur in the region of the 
membranous urethra which also cause dilatation of 
the prostatic portion. There is, however, a curious 
group of cases in which an obstruction seems to be 
present at the level of the perineal membrane, yet it 
is neither a mucosal nor fibrous stricture. In cases of 
agenesis of the abdominal muscles which usually oc- 
curs in boys, a similar urethrogram may be seen. 

Acquired strictures of the membranous urethra are 
fairly common; they result from fractures of the pubes. 
In these cases the urethra may be cut across and as 
a result the apex of the prostate is displaced upwards 
and forwards. The urethral channel is re-establised 
but a stricture forms. Dilatation and elongation of the 
prostatic urethra occur above the stricture. In the 
combination of chronic retention of urine with dila- 
tation of the posterior urethra, neurogenic bladder 
must always be considered. A urethral anomaly which 
is sometimes associated with obstruction is the recto- 
urethral fistula with imperforate anus. The prostate 
can occasionally be a source of trouble even in infants. 

In the female, urethral obstructions are not com- 
mon. In both sexes, the bladder neck is an important 
site of obstruction, due to a hypertrophied bar of 
muscle thickening the internal sphincter. The deform- 
ity produced by this condition is only seen in true 
lateral films, and consists in a forward projection of 
the posterior lip of the bladder neck. Tumors of the 
bladder may give rise to obstruction to the outflow of 
urine. Congenital mucosal curtains arising from the 
trigone or anterior bladder wall have been described 
by some authors. The ureterocele-like dilatation at the 
termination of an ectopic ureter which opens a little 
below the bladder neck deserves some mention. The 
changes in the bladder and upper urinary tract which 
result from lower urinary obstruction are familiar. 
The bladder muscles are of course hypertrophied. 
Trabeculation is not always present and is not a defi- 
nite indication of this when present. Sacculation of the 
bladder occurs in advanced cases but is more marked 
in neurogenic bladders. Ureterovesical reflux is a com- 
mon finding in chronically obstructed cases, but its 
significance is not always easy to assess. Edema com- 
plicating cystitis and local abnormalities at the ureteric 
orifice may cause reflux and these have to be differen- 
tiated from infravesical obstruction. 

—Frank L. Hussey, M.D. 
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MISCELLANEOUS 


CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Brain Cooling in the Prevention of Brain Damage 
During Periods of Circulatory Occlusion in Dogs. 
W. M. Parkins, JAY M. JENSEN, and H. M. Vars. 
Ann. Surg., 1954, 140: 284. 


THE RANGE and scope of many surgical procedures 
might be extended if the general circulation could be 
completely interrupted for prolonged periods. This has 
been prevented largely by the unyielding demand of 
the central nervous system for oxygen. Bigelow and, 
independently, Boerema were among the first to 
demonstrate the possibilities resulting from the fact 
that tissue oxygen demand could be reduced by lower- 
ing the body temperature. 

The present study was undertaken in the hope that 
the brain, heart, and body core could be cooled differ- 
entially. It seemea reasonable to assume that differ- 
ential cooling might reveal the separate effects of cold 
upon these structures. It was hoped that by such a 
method the central nervous system might be protected 
against anoxial damage for significant periods of time, 
and yet that the myocardial irritability might not be 
significantly increased. 

A cooling device was constructed so that arterial 
blood at normal tempe ature was passed through a 
polyvinyl coil immersed in ice, cooled, and pumped 
back into the carotid artery and through the brain by 
means of a constant perfusion pump. This was ar- 
ranged so that approximately 100 ml. of blood could 
be delivered per minute. Adult, healthy, mongrel dogs 
were anesthetized, one carotid artery was exposed and 
ligated, and catheters placed above and below the 
ligatures so that the proximal catheter was directed 
toward the heart and the distal catheter was directed 
toward the brain. This entire effort was to avoid the 
development of cardiac depression which frequently 
results from reduced general cooling of the body asso- 
ciated with increased myocardial irritability and with 
cardiac arrhythmia. 

Their studies would indicate that differential cooling 
of brain temperature of about 15 degrees C., with 
a rectal temperature of 32 degrees C. can be ac- 
complished with comparative ease and safety. All 
animals with brain temperatures above 12 degrees 
C. have -been free of neurological damage. All 
animals cooled to brain temperatures below 12 de- 
grees C. have shown evidence of central nervous 
system defects. 

Brain temperatures of 20 degrees C. and general 
body temperatures of 32 degrees C. seem to be ade- 
quate to protect the animal against 30 minutes of 
complete circulatory occlusion. The authors’ impres- 
sion is that the myocardial irritability is significantly 
less under these conditions than under conditions of 
generalized cooling to comparable brain temperatures. 
Actually, temperatures somewhat higher than these 
may be entirely satisfactory. 

—LeRoy J. Kleinsasser, M.D. 
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The Surgery of Conjoined Twins. Ian Arp, W. J. 
Hami.ton, J. P. S. WiytHorr, and JosEpHINE M. Lorp, 
Proc. R. Soc. M., Lond., 1954, 47: 681. 

‘THE PRESENT ARTICLE is divided into four sections. 
The first section includes a group of photographs 

taken from the motion picture film of IAN Airp, show- 

ing details of the operation on the conjoined twins of 

Kano. The significant feature of the illustrations would 

appear to be exposure of the liver bridge between the 

twins with tourniquets in place and division of such 
liver bridge. 

The second section (by W. J. Hamitron) concerns 
the embryology of twinning. It is generally recognized 
that twins may be monozygotic (identical twins) or 
dizygotic (fraternal or unlike twins). In humans, twins 
occur once in about every 90 births and about one 
quarter of such twins are monozygotic. Only mono- 
zygotic twins are discussed in.the present communica- 
tion. In order that twins may be produced in a cleav- 
ing egg or blastoderm, certain conditions in each of 
two parts are essential: (a) there must be sufficient 
protoplasm present, and this must contain each of the 
different materials required in order that all the organs 
can eventually be produced; (b) in the protoplasm an 
organizing center must be present in order to integrate 
the developmental stages, regulate the arrangement 
of the materials, and compensate for loss. If the inner 
cell mass proceeds to develop in the usual manner, it 
gives rise to one embryo with its related yolk sac and 
amnion. If, however, the inner cell mass becomes di- 
vided more or less equally into two masses, two em- 
bryos are formed with related yolk sacs and amnions. 
If the separation is incomplete, conjoined twins are 
formed. If the separation is grossly unequal, or if one 
component is better placed so that it may obtain more 
of the placental blood, then the less favorably situated 
mass becomes a parasite on or within the other twin. 
There is a further possibility that two organizing cen- 
ters may occur in a single formative area and give 
rise to twins. If the separation is incomplete, or if the 
organizing centers overlap in their spheres, then vari- 
ous forms of Siamese twins will be produced. Why the 
inner cell mass in mammals, including man, should 
occasionally separate into two masses is unknown. 

The third section (by P. S. WyTHoFF) concerns the 
conjoined twins of Friesland. It is stressed that prior 
to surgery it is of the greatest importance to elab- 
orately investigate such twins to determine which of 
the many varieties of situations one may encounter in 
outwardly identical twins. The Friesland twins were 
girls with a combined birth weight of 6.5 kgm. and 
lengths of 50 and 49 cm. The height of the anasto- . 
moses was about 7 to 10 cm., the circumference about 
25 cm., and the communication extended from the 
xiphoid bone to the umbilicus. The twins were 5 
months old with a cartilaginous connection between 
the two sterna. There was no open communication 
between the stomachs or the small and large intestines. 

The fourth section of the paper (by JOsEPHINE 
Lorp) is concerned with the intra-abdominal ‘‘foetus 


a 


in foetu” and a report of 2 cases. The first case is that 
of a 7 weeks’ old boy who presented with a smooth 
hard mass in the left abdomen and flank. This mass 
was sausage-shaped and extended from the left costal 
margin to the brim of the pelvis. What was at first 
thought to be a teratoma was surgically removed as 
an encapsulated tumor. There were three apparent 
limb buds bearing digits equipped with nails. X-ray 
films of the specimen revealed a vertebral column, 
ribs, and a pelvic girdle. There was a spinal canal, 
meninges, spinal cord, and loops of intestines sus- 
pended within an endothelial-lined cavity, adrenals, 
and testes. A second similar case is also described but 
in less detail. It seemed reasonable to believe that 
these two specimens were of “‘foetus in foetu” devel- 
oping through the primitive streak stage of embryo- 
genesis and were, in fact, included twins; that is, mal- 
formations and not neoplasms. A teratoma, however 
foetiform, is potentially malignant and radical removal 
must be accomplished. In cases of foetus in foetu, 
however, heroic surgery is not essential, and if neces- 
sary the encapsulating sac may safely be left in situ. 
—Allan D. Callow, M.D. 


Pancoast Syndrome (Della sindrome di Pancoast). A. 
Franz and G, GALut. Chir. org. movim., 1953, 39: 465. 


Five cases of Pancoast’s syndrome, from the Ortho- 
pedic Clinic of the University of Padova, are reported. 
‘There were 2 primary pulmonary tumors, 1 supra- 
clavicular malignant tumor, 1 pleural neoplasm, and 
1 supraclavicular lymphatic neoplasm. 

Four of the patients presented cervicobrachial 
symptoms and only 2 showed a Horner’s syndrome. 
In all cases the pulmonary findings were objective. 

The authors point out that the pulmonary apices 
should be investigated clinically and radiologically 
before resorting to surgical intervention in all patients 
with brachial plexus symptoms. 

—Lucian 7. Fronduti, M.D. 


Studies on Staphylococci from Hospital Patients; 
Predominance of Strains of Grou Phage Pat- 
terns Which are Resistant to Multiple Antibiotics. 
VERNON Knicut and Anna R. Houzer. 7. Clin. Invest., 
1954, 33: 1190. 


A stupy is presented of 516 strains of Staphylococcus 
aureus, principally cultured from the nose, throat, and 
rectum of staphylococcus carriers at Bellevue Hospi- 
tal, New York, in 1953 and 1954. It was found that 
65 per cent were resistant to the four antibiotics— 
chlortetracycline, oxytetracycline, streptomycin, and 
penicillin. More than 90 per cent of these drug-resis- 
tant strains were of phage group III patterns. The 
strains of staphylococci were of intermediate degrees 
of susceptibility to chloramphenicol and nearly all 
were highly susceptible to erythromycin. 

In contrast, 55 similar strains collected in the period 
from 1932 to 1938 were, to a large extent, susceptible 
to penicillin and all were inhibited by low concentra- 
tions of the tetracyclines and erythromycin. They were 
of intermediate degrees of susceptibility to streptomy- 
cin and chloramphenicol and only 20 per cent were 
in phage group III. 

Few staphylococci of group III phage patterns re- 
sistant to multiple antibiotics were isolated, on ad- 
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mission, from staphylococcal carriers at Bellevue Hos- 
pital, but thereafter, among such patients as were 
treated with tetracyclines, these “hospital staphylo- 
cocci” rapidly replaced other strains of staphylococci. 
Cultures from patients treated with penicillin under- 
went a similar but significantly less rapid change, 
while only a moderate increase in the percentage of 
the strains of “‘hospital staphylococci” occurred among 
patients who received no antibiotics. 
—Enrnest D. Bloomenthal. M.D. 


H hermia: Physiological Observations During 
ypothermia. D. N. Ross. Guy’s Hosp. Rep., Lond., 
1954, 103: 116. 


IN A PREVIOUS ARTICLE this author presented a 
technique for extracorporeal cooling of the organism. 
In the present article the author discusses various 
changes that take place subsequent to cooling ani- 
mals to 25 degrees C. 

The clotting time was increased 12 to 15 minutes, 
which obviated the need for anticoagulants. At 25 
degrees there was apparent suppression of the urine. 
If this be so, the body loses a very important organ 
for maintaining homeostasis. Blood stream cooling 
afforded a uniform decrease in body tissues—a normal 
gradient between different tissues was maintained. 

At 25 degrees C., oxygen consumption is 39 per cent 
of normal. Shivering may cause an increase in oxygen 
consumption of 200-300 per cent. One of the ad- 
vantages of blood stream cooling is that it reduces 
the incidence of shivering. The oxygen content of ar- 
terial and venous blood increases during cooling 
but a normal ratio is maintained. This suggests that 
tissue respiration takes place readily at these low 
temperatures. The increase in oxygen content of the 
blood is accounted for on the basis of greater physical 
solubility. 

Cardiac output at 25 degrees C. is about 50% of 
normal. The output may be lowest early in the re- 
warming period, and may still be below normal an 
hour after normal rectal temperatures are attained. 
Some deaths in the rewarming period have been 
attributed to low cardiac out-put. Electro-cardio- 
graphic changes consist mostly of elevated ST seg- 
ments, inverted T waves, and widening of the com- 
plexes. Cooling below 25 degrees C. may induce 
heart block and ventricular extrasystoles. 

The hematocrit generally increases, although no de- 
crease in blood volume can be demonstrated. This 
is the situation in the early cooling period; however, 
later at 25 degrees there is a fall of 3 to 6 per; cent in 
the hematocrit. There is a concomittant increase in 
cell fragility, and cell volume. Splenectomy does not 
alter the response. 

There is a tendency for the plasma potassium to 
fall. It is hazardous to apply deductions from animal 
experimentation in this realm to humans, because 
of the preponderance of sodium in the animal red- 
cell. Potassium chloride has been used to reduce the 
irritability of the myocardium. In cases of ventricular 
fibrillation this drug has decreased the fibrillary 
tremor, but does not establish rhythm. 

Blood reaction during cooling tends toward the 
acid side. This could be the result of greater solubility 
of carbon dioxide in the plasma. Reverses in plasma 
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pH can be obtained with hyperventilation. Alkalotic 
animals tend to have a flabby heart whereas acidosis 
leads to cardiac irritability. . 

Changes in physiology incident to induction of 
hypothermia are not inconsistent with life, and many 
adverse reactions can be controlled. This extra 
corporeal, intravascular cooling has the advantage of 
a sharp end-point, a ready arteriovenous communi- 
cation for coronary perfusion, and elimination of 
shivering phenomenon. Surface cooling may cause 
cutaneous gangrene, and furthermore this method for 
hypothermia requires deeper anesthesia. 

The rapidity and depth of hypothermia should be 
controlled. Rapid cooling induces ventricular fibrilla- 
tion. Twenty-five degrees C. has been found to be 
the optimum temperature with this method of cooling. 
Anesthesia is unnecessary below 27-28 degrees. The 
action of anesthetic drugs will be prolonged because 
of reduced metabolism. During rewarming shivering 
should be avoided. The mechanism of death occurring 
in this period is incompletely understood. The changes 
in blood reaction have been attributed to accumula- 
tion of carbon dioxide and acid metabolites. This 
situation tends to induce ventricular fibrillation. 
Fibrillation is best treated by electroshock followed 
by cardiac massage. —Richard L. Lawton, M.D. 


Factors Influencing Nitrogen Metabolism in Surgical 
Patients. Joun M. Beat, Georce N. Cornett, and 
HELENA GILperR. Surgery, 1954, 36: 468. 


THE AUTHORS report their preliminary observations 
on metabolic response to operation. Variations in the 
intake of potassium, nitrogen, and calories were cor- 
related with the catabolic response to operation. 

Patients in this study were divided into two groups: 
Group I required cholecystectomy for chronic gall- 
bladder disease, and Group II required subtotal gas- 
tric resection for chronic duodenal ulcer. 

All patients were placed in the metabolic ward. 
Weight, food, and water intake were measured, and 
all outputs were carefully collected. Patients under- 
going cholecystectomy received an accurately meas- 
ured diet for 4 days preoperatively. On the day of 
operation and for the first 2 days after surgery the 
intake was maintained by intravenous fluids consist- 
ing of 25 per cent glucose and 5 per cent alcohol, 5 

_ per cent fortified protein hydrolysate, and potassium 
chloride. After the second postoperative day, oral in- 
take was resumed. The patients undergoing subtotal 
gastric resection were fed in various manners, varying 
from a six-feeding gastric diet to only intravenous 
fluid for as long as 5 days postoperatively. 

The results were as follows: the 4 patients who had 
cholecystectomy were well nourished and well devel- 
oped females who had an ingested adequate low-fat 
diet prior to admission. One patient served as a con- 
trol. Negative nitrogen balance occurred promptly on 
the day of operation in the control patient. This pa- 
tient did not receive intravenous protein hydrolysates 
in the period following operation. The negative nitro- 
gen balance persisted until the fifth day after opera- 
tion. The other 3 patients received nitrogen as protein 
hydrolysate, beginning with the operative period, and 
in this group the negative nitrogen balance was de- 
layed until the first or second day after operation. 


Measurements of potassium showed that there were 
no significant alterations of the serum potassium 
levels. There did not appear to be any correlation 
between potassium and nitrogen balance in these pa- 
tients with the degree of trauma represented by chole- 
cystectomy. The sodium balance did not appear to be 
remarkable in this group. 

All patients in whom gastrectomy was required 
were males. The operative procedure was quite uni- 
form, but the status of the patients varied rather 
widely. Nitrogen studies in the control patient showed 
onset of negative nitrogen balance on the day of oper- 
ation and nitrogen equilibrium was restored on the 
sixth day when nitrogen intake was resumed with oral 
feeding. The most marked negative nitrogen balance 
occurred 2 days after operation. One patient who was 
markedly depleted was maintained by intravenous 
alimentation without oral intake for 22 days before 
operation. His response to operation was character- 
ized by predominantly positive nitrogen balance with 
3 days of negative balance interspersed throughout 
the immediate postoperative period. A third patient 
received an average of 13.8 gm. of nitrogen daily for 
6 days, beginning the day of operation. Negative 
nitrogen balance became manifest the day following 
operation, and positive balance was attained on the 
sixth postoperative day. A fourth patient gave a pic- 
ture of an excessive response to operation. Negative 
nitrogen balance occurred the day of operation and 
continued throughout the period of study although he 
received an average daily intake of 13.5 gm. of nitro- 
gen. Measurements of potassium revealed that ad- 
ministration of as much as 2.1 mEq. of potassium per 
kgm. per day did not result in a positive balance in 
the immediate postoperative period in any of the 
patients. 

The authors believe that the present study tends to 
support the contention that exogenous nitrogen can 
be utilized following injury. The magnitude of the 
operation or the severity of trauma greatly affects the 
chances of reversing the catabolic phase following 
trauma. Similarly, the severity of trauma also ap- 
peared to influence the potassium balance. It is be- 
lieved that supplying nitrogen and calories during 
stress should effect a sparing action on the patient’s 
lean tissue and that this observation is important 
when one is dealing with depleted patients who re- 
quire immediate surgery, or in patients who are un- 
able to take oral feedings for a long period of time 
following surgery. 

The authors state that further study of a larger 
series will be required to determine the relation be- 
tween the degree of stress and the preoperative nutri- 
tional state and the catabolic response. 

—Yoshio Sako, M.D. 


Value of Microscopic Examinations of Material Col- 
lected by Puncture or iration for Biopsy on a 
Surgical Service (De la valeur des examens microsco- 
piques pratiqués sur du matériel prélevé par ponction 
ou aspiration biopsie dans un service de chirurgie). 
Bottack. Rev. chir., Par., 1954, 73: 102. 


THE AUTHOR, of the Surgical Department of the Uni- 
versity of Strasbourg, France, discusses the diagnostic 
value of cytologic examinations and describes in 


| 
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detail the technique of collecting and processing the 
material for cytodiagnosis. Finally, the characteristics 
of malignant cells are discussed briefly and illustrated 
hy photomicrographs. 

The collection of material from the bronchial tree 
hy washing or aspiration under control of the broncho- 
scope is relatively simple and satisfactory; however, 
the collection of useful material in suspected gastric 
carcinoma is more difficult. The stomach should be 
free of all food, the patient must have fasted for 12 
hours, and repeated gastric lavage is sometimes 
necessary before material can be obtained by aspira- 
tion under direct control of the eye. The specimens 
must be fixed immediately, otherwise the alteration 
of the cells produced by the acidity of the gastric 
juice make a correct evaluation impossible. In sus- 
pected kidney tumors the material is collected by 
ureteral catheterism. In bladder tumors the growth 
is visualized by the cystoscope and the material is 
aspirated from the periphery of the tumor. For exami- 
nation of the prostate, direct transperineal puncture 
of the prostate, after preparatory treatment with 
streptomycin, is necessary. 

The author reports and tabulates the results ob- 
tained in 61 cases of suspected bronchial carcinoma, 
23 cases of stomach secretions, 19 cases of bladder 
tumors, 27 cases of suspected prostatic tumors, 6 
cases of kidney tumors, 5 examinations of pleural or 
peritoneal exudate, 3 biopsies of bone tumors, and 6 
cases of suspected malignant lesions in the pharynx 
and larynx. 

Tabulation of the cytologic results as compared with 
the clinical course and the final diagnosis demonstrates 
the limitations of the cytologic method. The propor- 
tion of false positive as well as false-negative cytologic 
diagnoses seems too high to give this diagnostic 
method a decisive value. To give one example: of the 
61 specimens of bronchial secretions, the diagnosis 
of carcinoma was made in 27 cases; in 6 of these, the 
subsequent clinical course proved the diagnoses to 
be wrong. One case was lost to follow-up. On the 
other hand, in 21 cases the cytodiagnosis was negative 
but in 4 of these the lesions proved finally to be car- 
cinomas. In the remaining 13 cases the diagnosis 
was “doubtful”, and in 6 of these the lesions were 
finally recognized as malignancies. About the same 
proportion of false-positive and false-negative diag- 
noses applied for the specimens collected from other 
organs. — Werner M. Solmitz, M.D. 


The Dormant Cancer Cell. Gzorrrey HApFIELp. Brit. 
M. F., 1954, 2: 607. 


THE TIME elapsing between the excision of a human 
malignant tumor and the reappearance of a clinically 
recognizable recurrence varies from a few months to 
30 years. When the interval is short, it is probable 
that the secondary tumors are the product of con- 
tinuous proliferation of the cells of microscopic frag- 
ments of the growth. Some of these may be portions of 
the primary growth which have escaped excision. 
Others may have already reached a distant organ by 
lymphatic, venous, or arterial embolization, before 
the tumor was removed. 

When the interval is prolonged to 6 years or more, 
the cells of the dormant growth are undoubtedly in a 
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state of mitotic temporary arrest. These dormant 
cancer cells lose none of their former capacity to grow 
rapidly and infiltrate widely. 

The dormant cancer cells may exist in or near the 
operative site for long periods of time, in poorly vas- 
cularized connective tissue; this environment possibly 
subjects them to continued relative anoxia. The dor- 
mant cell may lie in regional lymph nodes, where also 
they may fail to multiply in a fibrous and anoxic en- 
vironment. It may be reasonable to assume that 
mitotic arrest may have been induced by anoxia or 
some metabolic deficiency, and that mitosis would be 
re-established if adequate oxygen became available 


’ by vascularization of the scar. The induction of the 


dormant state in microscopic foci of metastatic tumor, 
and their reactivation, in deeply placed organs is 
difficult to understand. Such foci must have been im- 
planted before excision of the primary growth. The 
anatomic site of these minute quiescent growths must 
be significant, for, in at least 50 per cent of cases of 
malignant disease recurring after latent periods of 
from 5 to 30 years, reactivated metastatic growth of 
macroscopic size was found in the hemopoietic bone 
marrow. The phenomenon of mitotic arrest for long 
periods is rare in the kidney, lung, brain, and skeletal 
muscle; it is not infrequently present in the adrenal 
cortex. 

At present, there is no reliable information regard- 
ing the environmental factors which induce mitotic 
arrest of tumor cells in human tissues. If tumor cells 
which have been maintained at minus 70 degrees for 
many months are rapidly thawed and examined, cells 
with clearly defined nuclei may be seen, which show 
little obvious abnormality. These cells, however, are 
dead and incapable of transmitting the tumor on 
grafting. In addition to these, a number of smaller and 
highly refractile spherical bodies are seen, in which no 
nuclei are visible, and whose plasma membrane is 
very refractile and appears to be thickened. These 
small refractile cells have been described as “‘para- 
morphic.” They alone have the capacity to resist and 
survive anoxia, dehydration, and metabolic arrest. 
The tumor-inducing activity of a thawed out malig- 
nant tumor, after a period of anoxia, is directly re- 
lated to the number of paramorphic cells present in it. 

The experimental conditions which govern the in- 
duction of the paramorphic state in cells need con- 
firmation; yet certain generalizations can be made: 

When defended against the harmful physical effects 
of cold, the cells of some malignant tumors have a re- 
markable capacity to survive anoxia and metabolic 
arrest due to exposure to low temperatures in vitro. 
After long periods in the frozen state, certain cells in 
these tumors retain their full productive vigor and 
malignant potentialities. The capacity of a frozen 
tumor to survive appears to be strictly limited to its 
undifferentiated cells. Tumor cells capable of sur- 
viving rapidly undergo a series of characteristic mor- 
phologic changes when subjected to low temperatures. 

The fact that malignant cells can survive long 
periods of experimental metabolic arrest offers an 
explanation of their in vivo ability to withstand 
separation from their parent growth, until a capillary 
circulation is provided for them. This may apply to 
the microscopic focus of isolated cells which form the 
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nucleus of a metastasis or to groups of cells which be- 

come completely detached from the parent growth 

during the process of malignant infiltration. _. 
—Samuel Kahn, M.D. 


The Treatment of Metastatic Carcinoma. Henry M. 
Lemon. Med. Clin. N. America, 1954, 38: 1281. 


HEREw is presented evidence for a degree of enthusi- 
asm in the treatment of metastatic carcinoma. The 
author insists that an accurate diagnosis be made, as 
the type of therapy may be greatly influenced by cell 
type. He advocates palliative surgery to allay the 
complications of tumor growth on normal organ 
systems. 

A chart is presented. of 9 patients with neoplastic 
disease in whom spontaneous regression has been 
verified. In females with hydrothorax or ascites, it is 
important to know whether peritoneal involvement is 
the result of neoplastic spread from a gastrointestinal 
neoplasm or from ovarian tumor. In the latter a 
degree of regression may follow resection of the 
ovaries, and the tumor is somewhat tractable to radia- 
tion therapy, contrasted to gastrointestinal neoplasm. 
Solitary nodules in the lung fields should be resected, 
especially those appearing several years after control 
of the primary lesion. The presence of second primary 
tumors should not be overlooked. “Second look” 
operations appear justified. 

The indications for the use of radiation therapy are 
many. The accessible lesions are particularlv suitable. 
Nerve root pain, with or without demonstrable osseous 
involvement, is an indication for radiation therapy. 
Dosage can exceed 20,000 roentgens if administered 
carefully over small portals. Hormone therapy in con- 
junction with radiation therapy can prevent patho- 
logic fracture. Care must be used when radiating 
areas over cartilage, teeth, or lungs. Lymphomas are 
very radiosensitive; melanomas are resistant. 

Chemotherapy of tumors offers mostly palliation of 
brief duration. Nitrogen mustard is most frequently 
used, sometimes with other therapy. Regional intra- 
arterial mustard is of value in selected cases. 


Radioactive isotopes of gold are used in mesothelial- 
lined cavities to suppress neoplastic growth. This type 
of radiation is in the form of beta-rays; their radiant 
activity is limited to several millimeters. After ad- 
ministration of the drug into pleura, peritoneum, or 
pericardium the patient should be placed in different 
positions to distribute the dosage in the cavity. 

Endocrine therapy is frequently very gratifying. 
Breast, thyroid, ovary, prostate, and endometrium 
are the sources of neoplasm most likely to gain benefit 
from hormone treatment. Oophorectomy is beneficial 
in breast carcinoma, as is orchectomy in prostatic 
cancer. Adrenalectomy is useful in hormone-depend- 
ent tumors, because sex hormones can be elaborated 
by this organ. It is estimated that 10 per cent of 
adrenal hormones administered following adrenalec- 
tomy are converted to androgens. Adrenalectomy is 
more efficacious in the control of mammary cancer 
rather than prostatic cancer. Atrophy of the adrenal 
cortex may be induced with replacement therapy and 
subsequent withdrawal. Ablation of the hypophysis 
has some advocates. 

The laboratory procedures that are most useful in 
assessing the degree of metastatic involvement and 
the efficacy of treatment are: (1) acid phosphatase, 
(2) alkaline phosphatase, and (3) urinary gonadotro- 
pins. A case of metastatic mammary carcinoma is 
presented with a 4 year survival to date. Radiation 
therapy was the primary agent; it was used on the 
breast, nodes, and bony spread. Hormone therapy 
supplemented radiation. The timing of therapy may 
be of great importance. 

Pain may be controlled by surgery and drugs. 
Chordotomies are useful for lesions below the nipples. 
Rhizotomy and prefrontal leucotomy may be in- 
dicated in specific instances. There is a wide choice of 
drugs. Several drugs with low tolerance are available, 
one of which is methadon. This drug has a longer- 
lasting effect than morphine. The latter drug is of 
value in the terminal phases of disease. Cortisone will 
induce a salutary change of mood and will increase 
the appetite. —Richard L. Lawton, M.D. 


- 
~ 
‘ 


ABSTRACTS SUBJECT INDEX TO VOLUME 100 


ABDOMEN, Peritoneal tap in diagnosis of acute disease of, 
61; major diseases of aorta of, 89; wounds of; 102 
cases, 146; permanent supraelevations of diaphragm, 
147; massive retroperitoneal tumors in children; 
Wilms’ tumor and neuroblastoma sympathicum, 
147; temporary aortic occlusion in abdominal sur- 
gery, 148; experimental radiotherapy of cancer of; 
radiosensitivity of liver tumors, 303; conservative 
therapy of abscesses in, 571 

Abdominal wall, Hernias in poor risk patient; surgical 
management, 250; factors involving wound dehis- 
cence; 1,000 cases, 378; fibrosarcoma of, secondary to 
postoperatively irradiated cervical carcinoma, 481 

Abortion, Enterouterine fistula following, 266; postabor- 
tive perfringens septicemia with anuria treated by 
exsanguinotransfusion and typhomycine, 385; uterine 
gangrene originating in, 484 

Abscess, Past 50 years in management of surgical infec- 
tions, 1; clinical consideration of, and cavities of lung, 
120; suppurations of lung; of lung, 238; treatment of 
pulmonary, 239; actinomycosis of subphrenic space, 
257; local treatment of acute pulmonary, 362; con- 
servative therapy of intra-abdominal, 571 

Abstracts, International Abstracts of Surgery; Intro- 
ductory 

ACTH, Influence of hormones and especially desoxy- 
corticosterone, cortisone and, on healing of experi- 
mental fractures, 499; and cortisone in surgery, 515 

Actinomycosis, Of subphrenic space, 257; its treatment 
with penicillin, 292 

Adenoma, Mucinous, of urinary bladder, 78; modern 
treatment of bronchial, 121; primary hyperparathy- 
roidism with parathyroid; 2 cases with metabolic 
studies, 226; of. parathyroid glands, 226 

Adrenalectomy, Mammary cancer treated by bilateral, 
118; for prostatic carcinoma, 269 

Adrenal gland, Radiographic diagnosis of tumors of, 97; 
shock, fluids, and electrolytes, 1905-1955, 101; con- 
tributions of physiology to surgery, 1905-1955, 205; 
hormone-producing tumors of cortex of, 269; role of, 
in regulation of capillary permeability, 285; changes 
in, under artificial hibernation in instances of 
burn shock, 307; masculinizing tumors of; recurrent 
hirsutism in bilateral tumors of, 485; half century of 
effort to control cancer, 526; bilateral adrenalectomy 
for advanced carcinoma of breast with observations 
on effect of liver on metabolism of cortical steroids of, 
561; insufficiency of, 578 

Aerocele, Cranial, 41 

Allergy, Experimental encephalitis in animals due to; 
neuroparalytic accidents following antirabies treat- 
ment, 405 

Alpha-tocopherol, Clinical, trial of, in prophylaxis of 
thromboembolism, 91 

Amebiasis, Past 50 years in management of surgical infec- 
tions, 1; granuloma due to; 4 cases and review of lit- 
erature, 254 

American Cancer Society, Half century of effort to con- 
trol cancer, 309 

American College of Surgeons, Half century of effort to 
control cancer, 309 

Amino acids, Placental transfer of, in normai and toxemic 
pregnancy, 262; essential and non-essential, in urine 
of severely burried patients, 291 


Ampulla of Galen, Arteriovenous aneurysms of, in in- 
fants; noncommunicating hydrocephalus, 47 

Ampulla of Vater, Half century of effort to control 
cancer, 425 

Amputation, Epithelioma complicating lupus vulgaris 

necessitating forequarter, 204; half century of effort to 
control cancer, 526; advantages of knee disarticulation 
over, through thigh, 583 

Anaphylaxis, Eight fatal reactions to penicillin, 192; anti- 
biotic, 293 

Anatomy, Contributions of physiology to surgery, 1905— 
1955, 205 

Anemia, Pernicious, and cancer of stomach, 134 

Anesthesia, Artificial hibernation in war surgery follow- 
ing its use in Indo-China, 95; experiences with flaxedil 
in major surgery, 95; modern, in gynecology, 152; 
modern balanced; concept, 193; narcosis and; con- 
trolled lowering of blood pressure and peridural, 193; 
determination of cardiac output by due dilution 
method; comparison of Fick method, and application 
during, 196; survey of spinal, from 1948 through 
1952, 196; combined regional and general, for crani- 
otomy and cortical exploration; neurosurgical con- 
siderations, 228; combined regional and general, for 
craniotomy and cortical exploration; anesthetic con- 
siderations, 228; risk from aspiration of vomit during 
obstetrical, 267; vomiting and regurgitation during, 
294; effect of azotemia upon action of intravenous 
barbiturate, 295; deaths associated with, and surgery; 
study of 599,548 cases in 10 institutions, 295; overuse 
of carbon dioxide absorption in general, 407; auto- 
matic electroencephalographic control of thiopental, 
408; risk of, in thoracic surgery, 408; tolerance of 
adult rats to profound hypothermia and simultaneous 
cardiac standstill, 412; intrathoracic surgery, 1905- 
1955, 413; half century of effort to control cancer, 
425; controlled hypothermia in general surgery, 509; 
effect of atropine and scopolamine on subsequent in- 
jection of epinephrine in thyrotoxic and euthyroid 
patients, 592 

Anesthetist, Treatment of tetanus; role of, 406 

Aneurysms, Arteriovenous, of ampulla of Galen in in- 
fants; noncommunicating hydrocephalus, 47; treat- 
ment of abdominal aortic, 89; basic study of arterial 
dilatation in arteriovenous, 184; bases of treatment of, 
developing at level of posterior wall of supraclinoid 
portion of intracranial carotid; principally at period 
of rupture, 7 observations, 227; of aorta; 365 cases, 
247; resection of, of aorta, 247; general considera- 
tions, 282; tests for and means of improving collateral 
circulation in cases of, and arteriovenous fistula of ex- 
tremities, 282; fundamental principles governing care 
of traumatic arteriovenous, 282; surgical diseases of 
pulmonary artery; central, arteriovenous fistulas, and 
peripheral, 284; treatment of ruptured intracranial, 
358; obscure physiology of poststenotic dilatation; its 
relation to development of, 366; natural history of, 
of aorta, 367 

Animal research, Half century of effort to control cancer, 
309 


Ankylosis, New type of arthroplasty for bony, of hip, 276 
Anomalies, Congenital, of lumbar spine of persons with 
inless backs, 274; congenital, of larynx, 557 

Anoxia, Fetal, 156 


Antibiotics, Past 50 years in management of surgical in- 
fections, 1; action of, on bacterium coli infections as- 
sociated with obstetrical and gynecological condi- 
tions; 152; damage to cartilage following treatment 
with, of infections of knee joint, 177; osseous lesions 
secondary to infected missile wounds; treatment with, 
274; use of, in surgery of aged, 287; anaphylaxis with, 
293; consequences of widespread use of, 293; course 
of skeletal tuberculosis under influence of, 391; clin- 
ical evaluation of topical therapy with, 407; morpho- 
logic changes in mastoid bone under therapy with, 
458; staphylococcus pseudomembranous enterocolitis; 
complication of therapy with, 473; synovectomy as- 
sociated with, in treatment of tuberculous synovitis, 
584; staphylococci from hospital patients; strains re- 
sistant to multiple, 597 

Anticoagulants, 513 ~ 

Antiseptic, Past 50 years in management of surgical 
infections, 1; golden jubilee of The, 308 

Antiserum in prophylaxis of rabies, 406 

Antitoxin, Past 50 years in management of surgical in- 
fections, 1 

Antrenyl, Oxyphenonium; potent atropine substitute, 
461 


Anuria, Hibernation and decapsulation in treatment of 
postoperative, 405 

Anus, Anomalies and complications of urogenital tract 
associated with congenital imperforate, 162; half 
century of effort to control cancer, 425; imperforate, 
with rectovesical, urethral, vaginal, and perineal 
fistula, 570 

Aorta, Major diseases of abdominal, 89; treatment of 
aneurysm of abdominal, 89; shunt grafts, 90; vascu- 
larization of 1 year old homologous grafts of, 90; 
stenosis of, 125; surgical correction of insufficiency of, 
126; temporary occlusion of, in abdominal surgery, 
148; sequelae of grafting preserved human, for stric- 
ture of isthmus of, 186; traumatic rupture of thoracic, 
246; aneurysm of; 365 cases, 247; resection of aneu- 
rysms of, 247; renal complications from aortography, 
283; use of hypothermia in prevention of paraplegia 
following temporary occlusion of, 283; natural history 
of aneurysms of, 367; surgical treatment of coarcta- 
tion of, 368; intrathoracic surgery, 1905-1955, 413; 
medullary alterations after experimental interruption 
of, 466; safe conduct of patient through cardiac 
surgery, with diseases of mitral valves and valves of, 
562 

Appendicitis, Past 50 years in management of surgical 
infections, 1; acute, in late pregnancy, 265 

Appendix, Primary tumors of vermiform, 254 

Arfonad (Ro 2-2222), Controlled hypotension with; 
neurosurgical operations, 195 

Arteries, Occlusions of, simulating neurological disorders 
of lower limbs, 90; rationale of repair of, on battle- 
field, 91; dilatation of, in arteriovenous aneurysm, 
184; revascularization after ligation of iliac, 184; syn- 
drome of acute ischemia of extremities and reanima- 
tion of, 184; surgical therapy for occluded, 185; 
Cushing’s syndrome associated with obliterative dis- 
ease of, and multiple subcutaneous nodules (Ehlers- 
Danlos’ syndrome?), 203; direct observation of effect 
of oxygen on developing vessels, 218; radioactive 
sodium clearance as measurement of efficacy of sym- 
pathectomy in peripheral insufficiency of, 230; pa- 
thology of gastric; fatal hemorrhage from peptic 
ulcer, 250; preservation of grafts of, by freeze-drying; 
simplified method, 284; temporary unilateral occlu- 
sion of pulmonary; method of roentgen examination 
of pulmonary vessels, 298; embolectomy from, of 
lower limbs; 15 cases, 503; use of tubes constructed 
from vinyon ‘‘N” cloth in bridging defects of, 504; 
composite venofascial autografts, 589; shunts in, 589; 
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maintaining sterility during storage of homografts of, 
590; fate of heterologous grafts of, 590 

Arteriosclerosis obliterans, Restoration of main vessel 
patency in, 90 | 

Arthritis, Past 50 years in management of surgical infec- 
tions, 1; acute suppurative, of hip in premature in- 
fants, 492 

Arthrodesis, Intra-articular bone graft resorption in 
transarticular bone graft, 181 

Arthroplasty, Central dislocation of femoral head treated 
with mold, 86; new type of, for bony ankylosis of hip, 
276; functional results of hip, with acrylic prosthesis, 
276 


Asthma, Surgical treatment of bronchial, by modified 
operative procedure, 361 

Astrocytomas, Cerebeilar, 358 

Atlas, Fracture of posterior arch of, 584 

Atomic bomb, Mortality in swine exposed to gamma 
radiation from, 98 

Atrophy, Metabolic and pathologicoanatomic investiga- 
tions of musculature in Sudeck’s syndrome, 281; 
development of progressive changes in muscles para- 
lyzed by peripheral injury, 401 

Atropine, Effect of, and scopolamine on subsequent in- 
jection of epinephrine in thyrotoxic and euthyroid 
patients, 592 4 

Aureomycin, Past 50 years in management of surgical 
infections, 1; absorption and distribution of, in man; 
concentration of, in serum, urine, and cerebrospinal 
fluid after oral administration, 192 

Axilla, Fascia of breast and, 360 

Azotemia, Effect of, upon action of intravenous barbitu- 
rate anesthesia, 295 


Bacirracin, Past 50 years in management of surgical 
infections, 1 

Back, Congenital anomalies of lumbar spine of persons 
with painless, 274 

Backache and disc, 231 

Bacteria, Past 50 years in management of surgical infec- 
tions, 1; relation of, to failure of blood-volume therapy 
in traumatic shock, 191; contributions of physiology 
to surgery, 1905-1955, 205; significance of reduction 
of intestinal, prior to operations on colon or rectum, 
374; role of intestinal, in liver necrosis following ex- 
perimental excision of hepatic arterial supply, 376 

Bacteriophage, Past 50 years in management of surgical 
infections 1 

Banti’s disee:e, Portal venography in, 511 

Barbers, Interdigital sinuses of hands of, 203 

Barium, Significance of gas or, in biliary tract, 300 

B —— virus, Sylvest’s disease (Bornholm disease), 

104 


Betatron, Half century of effort to control cancer, 309 

Bile, Dissolving power of lecithin and bile salts for cho- 
lesterol in human bladder, 571 

Bile ducts, Terminal portion of common, and pancreatic 
duct of Wirsung, 69; individualization of syndrome of 
cysticitis, 142; postcholecystectomy symptoms from 
remnants of, 142; recurrent choledocholithiasis and 
obstructive and pancreatic problems after choledo- 
chotomy, 143; contributions of physiology to surgery, 
1905-1955, 205; hepatic; surgical approach for resec- 
tion of tumor, 256; changes in, in chronic pancreatitis, 
377; half century of effort to control cancer, 425 

Biliary tract, Terminal portion of common bile duct and. 
pancreatic duct of Wirsung, 69; new method for de- 
termination of gallbladder function, 142; postchole- 
cystectomy symptoms from cystic duct remnants, 142; 
recurrent choledocholithiasis and obstructive and pan- 
creatic problems after choledochotomy, 143; review of 
500 operations on, 144; treatment of recurring acute 
pancreatitis by decompression of, 144; cholangiog- 


raphy in infancy, 256; significance off gas or barium 
in, 300; results of cholecystectomy for dyskinesia of, 
479 


Biopsy, Fallibility of pancreatic, 69; carcinoma in situ; 


cold-knife cone, 258; half century of effort to control 
cancer, 309; unusual complication of needle, of liver 
375; puncture, of kidney, 387; value of microscopic 
examinations of material collected by puncture or as- 
piration for, 598 


Bladder, Double, (vesica duplex) with solitary urethra in 


4 year old boy; plastic operation, 78; mucinous ade- 
noma of urinary, 78; metastasis of primary epithelial 
tumors of, 79; physiological study of vesical lymphat- 
ics, 162; traumatic obstructions of neck of, 163; diag- 
nostic difficulties in instances of bilateral, enormous 
diverticulitis of, 163; exstrophy of urinary; treatment 
by plastic surgery, 164; restudy of first 1,400 tumors in 
Tumor Registry for Armed Forces Institute of Pathol- 
ogy, 164; ileocecal segment as substitute; 18 cases, 165; 
use of cecum as substitute urinary, 165; anatomic pre- 
cision in differential sacral neurotomy for cord, 230; 
neurogenic; innervation, pathophysiology, etiology, 
and therapy, 271; substitute; 5 cases, 272; radical cys- 
tectomy for advanced carcinoma of, 389; vesical neck 
obstruction in female, 486; treatment of stress incon- 
tinence in women with dondren 489; half century of 
effort to control cancer, 526 


Blastomycosis, Surgical treatment of pulmonary, 468 
Blepharoptosis, Surgical methods: 162 operations, 353 
Blood, Comparative experimental studies on effect of dif- 


ferent substitutes for, on restoring of circulation, 93; 
shock, fluids, and electrolytes, 1905-1955, 101; influ- 
ence of supply of, in controlling bone growth, 179; vol- 
ume of whole, determined by ——— a 
red cells; studies on normal and congestive heart failure, 
187; relation of bacteria to failure of blood-volume 
therapy in traumatic shock, 191 ; contributions of phys- 
iology tosurgery, 1905-1955, 205; supply of, of thyroid 
gland; nodular gland, 224; symposium on transfusion 
of, 285; potentially dangerous group O; screening test, 
286; hematologic response to wounding and resuscita- 
tion accomplished by large transfusions of stored, in 
Korea, 289; determination of survival of transfused 
red cells by method of differential hemolysis, 404; ABO 
groups of, and toxemia of pregnancy, 411; groups of, 
in carcinoma of lung, 411; groups of, in relation to 
peptic ulceration and carcinoma of colon, rectum, 
breast, and bronchus; association between ABO 
groups and peptic ulceration, 411; circulation of, in 
spleen of living mouse, 480; anticoagulants, 513; fat 
embolism; detection of fat emboli in circulating, 514; 
behavior of leukocytes of, in cerebral concussion and 
other injuries; problem of vegetative regulations, 559; 
hemorrhages at time of childbirth as result of non- 
coagulability of, 576; polycythemia and hypernephro- 
ma, 578 


Blood pressure, Shock, fluid, and electrolytes, 1905-1955, 


101; problem of intracranial cerebral pulsation, 115; 
narcosis and anesthesia; controlled lowering of, and 
peridural anesthesia, 193; reduction of pulmonary re- 
serve; reducing pulmonary capacity to 15 per cent, 
with measurement of right heart pressures and arterial 
blood oxygen saturation in dogs at rest and during 
exercise, 360 


Blood transfusion, Shock, fluid, and electrolytes, 1905- 


1955, 101; intrasplenic, 504; intra-arterial, in hemor- 
rhagic shock, 505 


Blood vessels, Cardiovascular physiology in normal preg- 


nancy; studies with dye dilution technique, 73; rela- 
tionships between anomalies of, of soft tissues and bone 
changes, 81; major diseases of abdominal aorta, 89; 
treatment of abdominal aortic aneurysm by excision 
and replacement with homograft, 89; shunt grafts; re- 
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placing segments of aorta and large vessels without 
interrupting circulation, 90; vascularization of 1 year 
old homologous aortic grafts, 90; restoration of main 
vessel patency in arteriosclerosis obliterans, 90; surgi- 
cal revascularization of myocardium, 125; temporary 
restoration of cerebral return circulation following re- 
section of both jugular systems by means of polythene 
tube, 183; revascularization after ligation of iliac ar- 
teries, 184; surgical therapy for occluded artery, 185; 
creation of autogenous grafts of, 186; obstruction of 
lower third of ureter by anomalous blood vessels, 270; 
aneurysms, 282; improving collateral circulation in 
cases of aneurysm and arteriovenous fistula of ex- 
tremities, 282; fundamental principles governing care 
of traumatic arteriovenous aneurysms, 282; central 
veins and deep dural sinuses of brain, 297; intracere- 
bral arteriovenous malformations, 297; Raynaud’s 
phenomenon due to vibrating tools, 305; treatment of 
ruptured intracranial aneurysms, 358; surgical treat- 
ment of patent ductus arteriosus; 50 cases, 360; surgi- 
cal treatment of coarctation of aorta, 368; transplan- 
tation of saphenous vein for postphlebitic stasis, 403; 
surgical management of ulcerative stasis disease of 
lower extremities, 403; surgical reconstruction of su- 
perior vena cava, 403; intrathoracic surgery, 1905- 
1955, 413; use of plastic material in vascular and eso- 
phageal surgery, 503; reinforcement of vascular grafts 
with viable intestinal segments, 503; roentgenograms 
in most common congenital malformations of heart 
and great vessels in adults and juveniles, 510; major 
complications of, of intervertebral disc surgery, 560; 
composite venofascial autografts, 589; neurologic dam- 
ages in disturbances of peripheral circulation, 589; 
arterial shunts; replacing segments of large vessels, 589 


Bone, Relationships between vascular anomalies of soft 


tissues and changes in, 81; solitary unicamerate cyst of, 
81; pathophysiology of pseudarthrosis, 83; treatment 
of pseudarthrosis and its results, 84; nosologic picture 
of chronic osteomyelitis, 168; echinococcosis of, 168; 
surgical treatment of acute osteitis in childhood, 170; 
late results in treatment of 100 cases of acute hemato- 
genous osteomyelitis, 171 ; results of treatment of tuber- 
culosis of, and joints; critical evaluation of coli-vac- 
cine, conteben, PAS, streptomycin, and neoteben in 
410 patients, limitations of chemotherapy, 171; influ- 
ence of total hormone preparation of anterior Jobe of 
hypophysis, locally injected, in retarded osseous union, 
174; results with open reduction and intramedullary 
nailing of fractures and nonunion of shaft of long 
bones; 200 observations, 175; treatment of infection 
after medullary nailing, 175; influence of blood supply 
in controlling growth of, 179; rate of salt formation in, 
in healing fracture determined in rats by means of 
radiocalcium, 180; long term redistribution of sodium 
in; studied in rats by means of Na” radioautography, 
180; callus formation 180; intra-articular graft resorp- 
tion of, in transarticular graft arthrodesis, 181; forma- 
tion of accessory ossification centers in presence of 
normal and of disturbed, epiphyseal ossification and 
their relationship to aseptic necroses, 201; use of 
hyaluronidase in soft tissue injury and its influence on 
experimental repair of, 202; giant-cell tumor of man- 
dible associated with hyperparathyroidism and osteitis 
fibrosa cystica generalisata, 221; lesions of, secondary 
to infected missile wounds; treatment with antibiotics, 
274; treatment of skeletal giant cell tumor, 275; salt 
metabolism in growth of, and repair of, studied in rats 
by means of Eas, Pp, and Na”, 279; isoniazid in 
treatment of tuberculosis of, and joints; 20 cases, 279; 
normal, diseased, dead; Caldwell lecture, 301 ; skeletal 
tuberculosis under influence of antibiotics, 391 ; tuber- 
culous cystic osteitis, 391; chemotherapy of orthopedic 
tuberculosis, 391; chemotherapy of tuberculosis of, 
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and joints, 392; natural history of osteoid osteoma; of 
20 cases, 392; multiple and congenital mesenchymo- 
matosis with osteocutaneous lesions, 491; osteogenic 
fibroma of; 2 cases, 491; plastic procedures in osteo- 
myelitic cavities of, 494; 62 stapling operations, 497; 
attempt to explain fracture types, 499; onlay graft for 
treatment of nonunion and fractures with delayed 
union, 500; simple method of preservation of, 501; 
half century of effort to control cancer, 526; nature of 
changes of, associated with nerve injuries and disuse, 
582; giant cell tumors; 65 cases, 582; osteolytic sarco- 
ma with giant cells, 583; influence of inactivity, with 
or without injury, on weight and biochemistry of, of 
normal and castrated rats, 587 


Brachial plexus, Pancoast syndrome, 597 
Brain, Experimentally produced cerebral venous obstruc- 


tion, 115; problem of intracranial cerebral pulsation, 
115; delayed traumatic intracerebral hemorrhage 
(traumatische spaetapoplexie), 227; combined region- 
al and general anesthesia for craniotomy and cortical 
exploration, 228; combined regional and general 
anesthesia for craniotomy and cortical exploration, 
228; central veins and deep dural sinuses of, 297; intra- 
cerebral arteriovenous malformations, 297; treatment 
of hydrocephalus, 357; cerebral angiography in diag- 
nosis of intracranial lesions, 357; pathology of sponta- 
neous intracranial hemorrhage, 357; cerebellar astro- 
cytomas, 358; some factors which affect value of 
carotid angiography in diagnosis of brain tumor of, 
409; extradural hemorrhages of posterior fossa, 465: 
behavior of blood leukocytes in cerebral concussion 
and other injuries, problem of vegetative regulations, 
559; pinealoma with Simmonds’ syndrome, 559; cool- 
ing of, in prevention of damage of, during periods of 
circulatory occlusion in dogs, 59 


Breast, Significance of nipple discharge, 51; gynecomastia; 


0 cases, 117; influence of sex hormones upon eryth- 
rocytophosphatase (acid phosphatase) and erythro- 
cytomagnesium in cancer of, 117; carcinoma originat- 
ing in aberrant presternal mammary lobe, 118; mam- 
mary cancer treated by bilateral adrenalectomy, 118; 
radical surgery for cancer of, 118; sclerosing heman- 
gioma of, 232; malignancy occurring in cystosarcoma 
phyllodes, 232; biopsy in cancer of, 232; treated can- 
cer of, compared with untreated cancer of; 100 cases 
of Fischel versus 100 cases of Daland, 232; extended 
exeresis of regional lymph nodes at operation for car- 
cinoma of; 98 cases with removal of axillary as well as 
supraclavicular glands, 233; radium therapy in treat- 
ment of recurrences, cutaneous, and regional lymph 
gland metastasis in carcinoma of, 233; fascia of, and 
axilla, 360; technique of extrafascial radical mastec- 
tomy, 360; half century of effort to control cancer, 425; 
juvenile form of mastopathy in cancer problem, 467; 
adrenalectomy and oophorectomy in treatment of far 
advanced carcinoma of, 467; mammary radiography 
in cancer surgery of, 510; 124 cases of carcinoma of 
mammiary gland, 561; bilateral adrenalectomy for 
advanced carcinoma of, effect of liver on metabolism 
of adrenal cortical steroids, 561; rationale of internal 
mammary lymph node dissection for carcinoma of, 
561; observations concerned with carcinoma of, 594 


Bronchiectasis, Role of segmental resection for, in con- 


serving pulmonary function, 468 


Bruch’s membrane, Angioid streaks; tears in, or pigment- 


ed choroidal vessels, 218 


Burns, Experimenta] pathology of cutaneous, 189; treat- 


ment of, with sterile gelatine, 190; use of skin homo- 
grafts for, 191; essential and nonessential amino acids 
in urine of patients with severe, 291; methods of treat- 
ing pyocyaneus-infected, 291; suprarenal changes un- 
der artificial hibernation in shock due to, 307; mon- 
strous deformities of hands caused by, 506; effect of 


cortisone on healing of localized, in hamster cheek 
pouch, 507; treatment of severe, with pancreatic en- 
zyme, 507; artificial solutions for infusion in treatment 
of shock due to, 591 


Ca.caneEus, New method of treatment for fractures of, 400 

Calcium, Shock, fluids, and electrolytes, 1905-1955, 101 

Calculi, Abandoned in residual stump of ureter, 161; new 
theory on formation of renal, 269 

Callosities, Surgical treatment of plantar warts, ulcers, 
and, 189 

Calve’s disease, Spinal localization of eosinophile granu- 
loma, 275 

Cancer, Of larynx; laryngoplasty to avoid laryngectomy, 
45; tracheoesophageal fistulas due to, of esophagus, 
52; operability of, of lung using transverse tomog- 
raphy, 53; bronchiogenic; 234 autopsies, 53; pos 
diagnosis of, of esophagus, 59; lymph node metastases; 
experience with aortic ligation of inferior mesentery 
artery in, of rectum, 68; late urinary system complica- 
tions following radical hysterectomy for, of cervix, 71; 
influence of sex hormones upon erythrocytophospha- 
tase (acid phosphatase) and erythrocytomagnesium 
in breast, 117; originating in aberrant presternal 
mammary lobe, 118; mammary, treated by bilateral 
adrenalectomy, 118; result of radical surgery for mam- 
mary, 118; diagnostic errors in bronchial, and symp- 
tomatology and pathology of gumma of lung, 121; 
esophageal, in modern practice of surgicoradiological 
co-operation; postoperative clinical and radiological 
study of, of esophagus and gastric fundus, 128; new 
radical surgical management of middle thoracic eso- 
phageal, 129; pernicious anemia and, of stomach, 134; 
diagnosis and treatment of, of colon, 138; surgery of 
rectal carcinoma, 139; abdominoperineal resection 
with sphincter preservation for, of midrectum, 140; 
ethionine in treatment of, of pancreas, 145; present 
status of surgery for, of head of pancreas, 145; of body 
of uterus, 149; pathogenesis and morphology of pre- 
cancerous lesions of external genitalia of female, 152; 
frequency of bronchial carcinoma under mask of 
‘middle lobe syndrome,” 197; influence of bronchial 
carcinoma on respiratory movements of tracheobron- 
chial tree, diaphragm, and thorax, 198; of middle ear, 
219; cases of suspected renal cell, of mouth, 222; of 
floor of mouth, 222, 223, 224; biopsy in, of breast, 
232; treated, of breast compared with untreated, of 
breast; 100 cases of Fischel versus 100 cases of Daland, 
232; extended exeresis of regional nodes at operation 
for, of breast; 98 cases with removal of axillary as well 
as supraclavicular glands, 233; radium therapy in 
treatment of recurrences; cutaneous and regional 
lymph gland metastasis in, of breast, 233; cytologic 
diagnosis, 237; possibilities and limitations in cytologic 
diagnosis of pulmonary, 239; clinical aspects of cyto- 
logic of pulmonary, 239, 239; histogenesis of primary, 
of lung, 239; results of surgical treatment of, of esoph- 
agus and gastric cardia, 248; late results of surgical 
treatment of, of esophagus, 249; of stomach, 253; 
of rectum at advanced age, 255; in situ; value of 
cold-knife cone biopsy, 258; ninth annual report on 
results obtained in treatment of, of uterus in 1947 
and previous years, 258; adrenalectomy for prostatic, 
269; histologic diagnosis of, by study of blended © 
tissues; adenocarcinoma of prostate, 273; localized 
organizing pneumonia; resemblance to, 298; involve- 
ment of mediastinum by bronchial; its influence on 
esophagus, 299; roentgen therapy for, of larynx and 
laryngopharynx, 302; treatment of, of thyroid, 302; 
experimental radiotherapy of abdominal; radio- 
sensitivity of liver tumors, 303; experimental work on 
syncarcinogenesis by means of combined effects of 
specific noxa of, 306; newest management in therapy 


and practice; problem of metastasis, 306; half century 
of effort to control, 309; surgery of, in region of ex- 
ternal palpebral commisure, 354; metastatic, of cho- 
roid, 354; present trends in treatment of, of larynx, 355; 
of colon, prevention of recurrence, 373; of large bow- 
el; 420 cases, 374; primary, of liver, 376; of head of pan- 
creas; 49 cases, 378; results of treatment of, of pan- 
creas, 378; prophylaxis of cervical; diagnosis in non- 
invasive state, 380; lymphoglandular diffusion of, of 
uterine cervix, 380; pelvic eviscerations in, of uterine 
cervix, 381; ovarian; risk of preserving ovary, 382; 
radical cystectomy for advanced, of bladder, 389; ex- 
perience with “ST 52-ASTA” in treatment of pros- 
tatic, 390; vaginal smear as prognostic aid in, of cer- 
vix treated by Stockholm method, 410; pathogenic 
etiology of occupational tumors, 411; malignant trans- 
formation of squamous epithelium; cytoplasmic nu- 
cleic acids and proteins, 411; blood groups in, of lung, 
411; blood groups in relation to peptic ulceration and 
carcinoma of colon, rectum, breast, and bronchus; 
association between ABO groups and peptic ulcera- 
tion, 411; causal relationship between benign epi- 
thelial tumors and adenocarcinoma of colon and rec- 
tum, 412; intrathoracic surgery, 1905-1955, 413; half 
century of effort to control, 425; papillary adenocarci- 
noma of thyroid; “‘lateral aberrant thyroid,” 463; 
juvenile form of mastopathy in, 467; effect of adrenal 
ectomy and oophorectomy in treatment of far ad- 
vanced, of breast, 467; bronchogenic; study of 517 
cases, 469; inoperable, of lung, 469; inoperable, of 
lung; roentgenological aspect, 469; of rectum; 140 pa- 
tients, 476; primary, of liver; 18 autopsied cases, 477; 
of body and tail of pancreas; 20 cases, 479; of cervix in 
Jewish women, 481; radioresistant cervical, 481; fibro- 
sarcoma of abdominal wall secondary to postopera- 
tively irradiated cervical, 481; carcinosarcoma of 
uterus with 10 year course, 481; of prostate in Jews 
and circumcised gentiles, 488; metastasis of, of pros- 
tate, 488; mammary radiography in certain prob- 
lems of surgery of, of breast, 510; progress in gynecol- 
ogy, 517; half century of effort to control, 526; surgi 
cal treatment of oral, 556; report on 124 cases of, of 
mammary gland, 561; bilateral adrenalectomy for ad- 
vanced, of breast; effect of liver on metabolism of ad- 
renal cortical steroids, 561 ; rationale of internal mam- 
mary lymph node dissection for, of breast, 561; in- 
flammatory changes associated with primary broncho- 
genic, 562; of gastric stump in ulcer surgery, 568; 
small gastric, 568; method of transabdominal total 
gastrectomy in gastric, 568; synchronous combined 
abdominoperineal excision in treatment of rectal; 28 
cases, 570; preservation of function in visceral exente- 
ration of pelvic organs for advanced, 572; manage- 
ment of, of corpus, 573; radical perineal prostatectomy 
for; cases at Johns Hopkins Hospital, 1904-1954, 580; 
observations in, of breast, 594; dormant cell of, 599; 
treatment of metastatic, 600 

Capillaries, Role of suprarenal glands in regulation of 
permeability of, 285 

Carbon dioxide, Overuse of absorption of, in general 
anesthesia, 407 

aoe Half century of effort to control cancer, 

0' 


Carcinoid, Malignant, of small intestine with metastases 
to liver, valvular disease of right side of heart, periph- 
eral vasomotor symptoms, bronchoconstriction, and 
unusual type of cyanosis; clinical and pathologic syn- 
drome, 306 

Cardioscopy, Simple and practical, 54 

Carotid artery, Treatment of aneurysms developing at 
level of posterior wall of supraclinoid portion of intra- 
cranial, principally at stage of rupture, 227; bilateral 
glomus tumor of, 464 
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Carrel-Dakin technique, Past 50 years in management of 
surgical infections, 1 

Cartilage, Callus of, in repair of fractures, 85; Ollier’s 
disease; Kast syndrome, 170; secondary chondrosar- 
coma, 170; damage to, following antibiotic treatment 
of infections of knee joint, 177; peculiar joint disease; 
systemic calcification of articular, 392; air arthrog- 
raphy of knee after removal of semilunar; showin 
regeneration of, 502; extended use of diced grafts of, 
516 


Castration, Influence of inactivity, with or without in- 
jury, on weight and biochemistry of bones of normal 
rats and rats subjected to, 587 

Cataract, Complications following extraction of; patho- 
logic documentation, 112; sutures for, 217 

Cecum, Use of, as substitute urinary bladder, 165 

Cells, Occurrence, function, and pathology of ovarian 
sympathicotropic, differentiation from interstitial or 
hilus, 71; abnormal and atypical squamous epithelial, 
in vaginal secretion, 259; half century of effort to 
control cancer, 309; determination of survival of 
transfused red, by method of differential hemolysis, 
404; microscopic examinations of material collected 
by puncture or aspiration for biopsy on surgical serv- 
ice, 598; dormant cancer, 599 

Cerebrospinal fluid, Absorption and distribution of aure- 
omycin in man; concentration of aureomycin in se- 
rum, urine, and, after oral administration, 192 

Cesarean section, In Denmark during 10 year period 
from 1941 to 1950, 74; in elderly primiparas; 1,000 
sections on elderly primiparas at Women’s Clinic, 
University of Helsinki, from 1907 to 1950, 157 

Chemotherapy, Past 50 years in management of surgical 
infections, 1; treatment of tuberculosis of bones and 
joints; limitation of chemotherapy, 171; half century 
of effort to control cancer, 309; of orthopedic tuber- 
culosis, 391; of tuberculosis of bones and joints, 392; 
infections occurring during, 405 

Children, Protruded lumbar intervertebral discs in, 50; 
operative treatment of fractures of distal end of hu- 
merus in, 85; massive retroperitoneal tumors in; 
Wilms’ tumor and neuroblastoma sympathicum, 147; 
surgical treatment of acute osteitis in, 170; Thorn test 
in surgical disease of, 189; intussusception in infants 
and; recognition of complications, 199; treatment of 
empyema in, 241; duodenal ulcer in; ulcer with ste- 
nosis, 373; management of obstructive jaundice in in- 
fancy, 375; 152 births of malformed infants; frequency 
in periods of year, 386; calcification of intervertebral 
discs in, 409; fractures of mandibular condyle; meth- 
od of nasomandibular fixation in, and edentulous 
adults, 462; scoliosis in, 583 

Chloromycetin, Past 50 years in management of surgical 
infections, 1 

Cholangiography, Operative, 143; operating room, 143 

Cholecystitis, Acute, in aged, 255; perforation of gall- 
bladder in acute, 478 

Cholesterol, Dissolving power of lecithin and bile salts 
for, in human bladder bile, 571 

Chordee, Simultaneous repair of, and urethral recon- 
struction for hypospadias, 165 

Choriocarcinoma of uterus; 74 cases from Mathiew Me- 
morial Chorionepithelioma Registry, 258 

Choroid, Angioid streaks; tears in Bruch’s membrane or 
pigmented vessels of, 218; metastatic carcinoma of, 
354; vascular anatomy of; selective localization of 
ocular disease, 461 

Chylothorax, Diagnosis and surgical management of, 
with aid of lipophilic dyes, 59 

Circulation, Heart catheterization and contrast-filling of 
heart cavities and pulmonary vessels in living human 
being, 54; protection of heart by arterialization of 
coronary sinus, 55, 56; protection of heart by arterial- 
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ization of coronary sinus, 56; congenital pulmonary 
stenosis, 56; cessation of, in general hypothermia vi- 
sion, 57; persistent left superior vena cava; 30 addi- 
tional cases, 58; effect of different blood substitutes 
on restoring of, 93; new operation for mitral regurgi- 
tation, 122; new method of extracorporeal, 124; sur- 
ical correction of aortic insufficiency, 126; blood loss 
Eons fetal, 157; temporary restoration of cerebral re- 
turn, following resection of both jugular systems by 
means of oe = tube, 183; syndrome of acute 
ischemia of extremities and arterial reanimation, 184; 
hemodynamic characteristics of fetal, 262; effect of 
intrapericardial and intracardiac procaine upon, in 
man during mitral commissurotomy and pulmonary 
valvulotomy, 471; adjustments of, to pregnancy, 575; 
neurologic damages in disturbances of peripheral, 
589; brain cooling in prevention of brain damage 
during periods of occlusion of, in dogs, 596 
Clavicle, Method of repair of symptomatic chronic acro- 


mioclavicular dislocation, 277 
Clawhand, Surgical treatment of, in leprosy, 494 
Clinics, Contributions of physiology to surgery, 1905- 
955, 205 


Clubfoot, Observations on origin and etiology of, 493 
Colectomy, Indications for total, 139 
Colitis, Chronic ulcerative, 68; role of surgery in therapy 
of ulcerative, 137; anorectal complications of chronic 
ulcerative, 476 
Collective reviews, International Abstracts of Surgery, 
Introductory; past 50 years in management of surgi- 
cal infections, 1; shock, fluids, and electrolytes, 1905- 
1955, 101; contributions of physiology to surgery, 
1905-1955, 205; half century of effort to control can- 
cer, 309, 425, 526; intrathoracic surgery (lungs, heart, 
and great vessels; surgical management of diseases of 
oe. 1905-1955, 413; progress in gynecology, 
51 
Colon, Obstruction of, caused by gallstones, 67; diag- 
nosis and treatment of carcinoma of, 138; indications 
for total colectomy, 139; association of familial poly- 
posis of, with multiple sebaceous cysts, 203; amebic 
anuloma, 254; Hirschsprung’s disease in newborn, 
55; total gastrectomy with replacement utilizing 
transverse, 372; resection of, for diverticulitis, 373; 
carcinoma of; prevention of recurrence, 373; cancer 
of large bowel; 420 cases, 374; benign epithelial tu- 
mors and adenocarcinoma of, and rectum, 412; half 
century of effort to control cancer, 425; difficulties of 
diagnosis of some lesions of, 474 
Contamination, Past 50 years in management of surgical 
infections, 1 
Contracture, Release of adduction, of thumb, 174 
Cornea, Effect of agents on regeneration of epithelium of, 
112; hereditary dystrophies of, 216 
Coronary artery, Protection of heart by arterialization of 
sinus of, 55; protection of heart by arterialization of 
sinus of, 56; effect of artificial hibernation upon 
myocardial lesions experimentally produced by liga- 
ting, 124 
Corticotropin, ACTH in hyperthyroidism, 225 
Cortisone, Influence of, in healing of experimental frac- 
tures, 85; effect of, on healing process and tensile 
strength of tendons, 88; oral treatment with, of hypo- 
pituitarism, 204; effect of, on eye, 214; hydrocorti- 
sone in tennis elbow, 393; tennis elbow (epicondylal- 
gia externa), 393; tennis elbow treated with hydro- 
cortisone acetate, 393; influence of hormones and 
especially desoxycorticosterone, ACTH, and, on frac- 
tures, 499; effect of, on localized burns in hamster 
cheek pouch, 507; ACTH and, in surgery, 515 
Cor triatriatum, Rare malformation of heart probably 
amenable to surgery, 54 
Cough, Fatigue fractures of ribs from, 197 


Coxa vara, Resection of trochanter of physiological treat- 
ment of, 497 

Cranium, Cranial aerocele, 41; combined regional and 
general anesthesia for craniotomy and cortical explo- 
ration, 228; anesthetic considerations, 228; sphenoid 
bone syndrome, 229; extradural hemorrhages of pos- 
terior fossa, 465 

Credé prophylaxis, Should, of newborn ophthalmia by 
modified, 158 

Cryptococcosis of lung; treatment by lobectomy, 238 

Curare, Intensive physical therapy aided by, in ortho- 
pedic treatment of poliomyelitis, 588 

Cushing’s syndrome associated with obliterative arterial 
disease and multiple subcutaneous nodules (Ehlers- 
Danlos’ syndrome?), 203 

Cyclotron, Half century of effort to control cancer, 309 

Cystosarcoma phyllodes, Malignancy occurring in, 232 

Cysts, Management of pancreatic, and pancreatic lithi- 
asis, 70; plain film in renal mass lesions,’76; solitary 
unicamerate, of bone, 81; roentgenologic investiga- 
tion of bronchogenic, 121; diverticulum of pericar- 
dium and pericardiocelomic, 126; mediastinal, of 
foregut origin, 129; hilus, of kidney, 160; association 
of familial polyposis of colon with multiple sebaceous, 
203; ciliated epithelial, of esophagus; cardiac abnor- 
malities; 2 cases, 248; thymic, 249; mesothelial, in 
posterior mediastinum, 370; mesenteric chylan- 
gioma; 2 cases, 379; popliteal, 395; lymphangioma 
with; uncommon acrotal swelling, 490 


Dakin’s solution, Past 50 years in management of sur- 
gical infections, 1 

Deformities, Monstrous, of hands caused by burns, 506 

Desoxycorticosterone, Influence of hormones and espe- 
cially cortisone, ACTH, and, in fractures, 499 

Diabetes, Management of, in pregnancy, 483 

Diagnosis, Peritoneal tap as aid in, of acute abdominal 
disease, 61; and therapy of isolated processes of mid- 
dle lobe, 119; difficulties of, in instances of bilateral, 
enormous diverticulitis of bladder, 163; cytologic, 
237; cytologic, of pulmonary carcinoma, 239; clin- 
ical aspects of cytologic, of pulmonary carcinoma, 
239; atrioseptal defects; new surgical approach and, 
242; cholangiography in infancy; aid in biliary ob- 
struction, 256; histologic, of cancer; adenocarcinoma 
of prostate, 273; hysterosalpingography in tubal preg- 
nancy for, 301; half century of effort to control can- 
cer, 309, 425; difficulties of, of lesions of colon, 474; 
and management of acute intestinal obstruction, 569; 
microscopic examinations of material for biopsy on 
surgical service, 598 

Diaphragm, Plastic surgery of muscle after Rives in de- 
ects and relaxation of, 57; hernia of, 130; permanent 
supraelevations of, 147 

Diaphragmatic hernia, Congenital, 472; retrocostoxy- 
phoid, 565 

Digestion, Contributions of physiology to surgery, 1905- 
1955, 205 

Dislocation, Central, of femoral head treated with mold 
arthroplasty, 86; fracture with, of hip, 86; obstacles 
to reduction in subtalar, 87; isolated traumatic, of 
radial capitulum, 176; repair of symptomatic chronic 
acromioclavicular dislocation, 277; fracture with, of 
shoulder joint treated by excision of humeral head. 
and insertion of acrylic prosthesis, 277; traumatic 
anatomy and treatment of acute acromioclavicular, 
395; treatment and results in late traumatic, of hip’ 
joint, 496; treatment of acromioclavicular luxations, 
498; study of retrolunar, of carpal bones associated 
with fractures of scaphoid, 500 

Disease, Systemic, and carpal tunnel syndrome, 305 

Diverticulitis, One-stage resection of, of sigmoid, 255; 
colonic resection for, 373 


Dondren, Treatment of stress incontinence in women 
with, 489 

Ductus arteriosus, Surgical treatment of patient; of 50 
cases, 360 

Duodenum, Bleeding peptic ulcer of stomach and, 133; 
327 free perforations of ulcers of stomach and, 133; 
one-stage pancreatoduodenectomy with resection of 
superior mesenteric vein, 145; ulcer of, in children; 
2 cases of ulcer with stenosis, 373; regenerative power 
of mucosa of stomach and, 566 

Dye, Determination of cardiac output by dilution of, 196 

dysmenorrhea, Progress in gynecology, 517 


Lar, Aspects of hearing; physiopathology following acs- 
tration, 43; repair of tympanic membrane perfora- 
tions with human amniotic membrane; 53 cases, 44; 
carcinoma of middle, 219; exogenous foreign bodies 
of external auditory canal, nasal cavity, and esoph- 
agus; 2 cases of coins in esophagus occupying sagittal 
plane, 220; long term results with fenestration opera- 
tion, 554 

.chinococcosis, of bone, 168 

iclampsia, so-called artificial hibernation in treatment 
of, 156; remote deaths following, 577 

lidema, Use of endotracheal tube in pulmonary, 467 

Llbow, Hydrocortisone in tennis, 393; tennis (epicondy- 
lalgia externa); treatment with hydrocortisone, 393; 
tennis, treated with hydrocortisone acetate, 393; 
Steindler flexorplasty at, 585 

Electricity, accidents due to, 190 

Electrocoagulation, Pituitary changes following, 465 

Electrolytes, Shock, fluid and, 1905-1955, 101; contri- 
bution of physiology to surgery, 1905-1955, 205 

Embolectomy from arteries of lower limbs; 15 cases, 503 

Limbolism, Clinical trial of alpha-tocopherol in prophy- 
laxis of thromboembolism, 91; experimental studies 
and clinical observations of fat, 93; fat; detection of 
fat, in circulating blood, 514 

E:mbolus, Venous thrombosis of upper extremity compli- 
cated by pulmonary, 503 

I;mpyema, Past 50 years in management of surgical in- 
ections, 1; present concepts in treatment of, in chil- 
dren, 241; intrathoracic surgery, 1950-1955, 413 

oe , Contributions of physiology to surgery, 
1905-19 4 205; progress in gynecology, 517 

Endometriosis, Progress in gynecology, 517; conserva- 
tism in, 574 

Endotheliomas, Intrathoracic so-called, 561 

Linzyme, Treatment of severe burns with pancreatic, 507 

Epinephrine, Effect of atropine and scopolamine on sub- 
sequent injection of, in thyrotoxic and euthyroid pa- 
tients, 592 

a for early slipping of upper femoral epiph- 
ysis, 

Epiphyses, Formation of accessory ossification centers in 
presence of normal, and of disturbed, ossification of, 
and their relationship to aseptic necroses, 201 

Epistaxis in hypertension, 555 

Epithelioma, complicating lupus vulgaris; forequarter 
amputation, 204; instance of intraepithelial, of uter- 
ine cervix in pregnancy, 384 

Epithelium, Malignant transformation of squamous; 
cytoplasmic nucleic acids and proteins, 411 

Erythromycin, Past 50 years in management of surgical 
infections, 1 

Esophagectomy, Subtotal, for bleeding esophageal vari- 
ces, 

Esophagitis, Upper gastrectomy, relationship to, 372 

Esophagus, Tracheoesophageal fistulas due to carcinoma 
of, 52; early diagnosis of carcinoma of, 59; diverticula 
of, 127; stenosis of; compression of metastatic lymph 
glands arising from rhabdomyosarcoma of, 128; can- 
cer of; cancer of, and gastric fundus, 128; radical 
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surgical management of middle thoracic carcinoma 
of, 129; respiratory phase esophagogram, 198; exo- 
genous foreign bodies of external auditory canal, 
nasal cavity, and; coins in, occupying sagittal plane, 
220; benign strictures of; reflux esophagitis in duo- 
denal ulcer, 247; ciliated epithelial cyst of, with car- 
diac abnormalities; 2 cases, 248; results of surgical 
treatment of carcinoma of, and gastric cardia, 248; 
late results of surgical treatment of carcinoma of, 249; 
involvement of mediastinum by bronchial carcinoma; 
influence on, 299; simple stricture of, 368; abnormal 
ring contractions of thoracic, 369; hiatus hernia of; 
138 cases, 369; intrathoracic surgery, 1905-1955, 413; 
half century of effort to control cancer, 425; therapy 
of perforations in thoracic portion of, 472; use of 
— material in vascular surgery, and surgery of. 
ee Olfactory, of Louis Berger, 


Ethionine in treatment of cancer of pancreas, 145 
Exercise, Functional effects on kidney during muscular, 
159 


Exophthalmos, Endocrine; fourth Estelle Doheny eye 
lecture, 215 

Experimentation, Contributions of physiology to surgery, 
1905-1955, 205; reconstructive surgery of trachea, 
235; syncarcinogenesis by means of combined effects 
of specific cancer noxa, 306 

Extremities, Ambulatory phlebitis of veins of lower, 91 

Eye, Corneoscleral suture, 41; malignant melanoma ot 
iris and ciliary body of one-eyed patient, 42; posterior 
(eccentric) lenticonus, 42; oxygenation and retro- 
lental fibroplasia, 43; effect of area and intensity on 
size and shape of electroretinogram, 43; aplasia of 
optic nerve; 3 cases, 43; simplified ptosis operation, 
111; iridectomy in narrow-angle glaucoma, 111; ef- 
fect of agents on regeneration of corneal epithelium, 
112; complications following cataract extraction; 
112; systemic complications of retinal detachment 
surgery, 113; pathological study of retinoblastoma 
treated by radon seeds and radium discs, 113; should 
the Credé prophylaxis of newborn ophthalmia be 
modified, 158; intraocular foreign bodies; 102 cases, 
213; new trachoma concept, 213; orbital and trans- 
orbital stab wounds, 214; exenteration of orbit, 214; 
effect of cortisone on, 214; endocrine exophthalmos; 
fourth Estelle Doheny lecture on, 215; detection of 
intraocular tumors with radioactive phosphorus, 216; 
classification and treatment of hereditary corneal 
dystrophies, 216; cataract sutures, 217; metastatic 
tumors of uveal tract, 217; pathologic basis of retro- 
lental fibroplasia, 218; angioid streaks, 218; effect of 
oxygen on developing vessels, 218; effect of oxygen on 
developing retinal vessels, retrolental fibroplasia, 219; 
origin of electroretinogram, 219; blepharoptosis; sur- 
gical methods; 162 operations, 353; surgery of car- 
cinomas in region of external palpebral commisure, 
354; metastatic carcinoma of choroid, 354; ocular 
histology in premature infants, retrolental fibroplasia, 
458; retrolental fibroplasia prematurity oxygen ther- 
apy, general health, 459; cicatricial stage of retro- 
lental fibroplasia, 460; oxygen studies in retrolental 
fibroplasia, 460; modification in intraocular acrylic 
lens surgery, 460; vascular anatomy of choroid; se- 
lective localization of ocular disease, 461; oxyphe- 
nonium (antrenyl); potent atropine substitute, 461; 
effect of increased oxygen concentration on new ves- 
sel growth in adult cornea, 553; delayed restoration 
of anterior chamber; 8th Proctor lecture, 553; normal 
vitreous, 554; treatment of cysts of iris with diathermy 
coagulation, 554; effect of increased oxygen on de- 
velopment of retinal vessels, 554; uveitis with glau- 
coma and retrobulbar neuritis, 554 
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Eyelid, Simplified ptosis operation, 111; lid mobilization 
and tarsorrhaphy for massive proptosis, 213 


Face, Lethal granuloma of nose and, 44; plastic surgery 
for paralysis of, 229; injury of, in sport, 461; nevi 
and melanomas of, 462; treatment of soft tissue 
trauma of, 506 

Fallot’s tetralogy, Results of pulmonary valvotomy and 

infundibular resection in 100 cases of, 246 

Fat, Embolism due to, 93; parenteral administration of, 
304; assimilation of protein and, after Billroth II, 
Billroth I, and segmental types of subtotal gastrec- 
tomy, 473; embolism of; emboli of, in circulating 
blood, 514 

Femur, Central dislocation of head of; mold arthroplasty, 
86; epiphyseodesis for early slipping of upper epiph- 
ysis of, 172; medial fractures of neck of; to nail 
or not to nail, 277; osteosynthesis of medial fractures 
of neck of, with aid of 3 nails, 278; fracture healing 
after fixation with standard plates, contact splints, 
and medullary nails, 279; biomechanical problems 
of original Judet prosthesis, 280; osteomyelitic foci of 
neck of, 393; use of acrylic head prosthesis in high 
fractures of neck of, 399 

Fenestration, Hearing physiopathology during first 
postoperative period following, 43; long term results 
with operation, 554 

Fetus, Losses of, in hypertension and pre-eclampsia, 155; 
anoxia of, 156; blood loss from circulation of: 
157; hemodynamic characteristics of circulation of, 
262; deflexion attitudes of, in utero; etiology and 
diagnosis of face and brown presentation, 263; 
hardness and growth of head of, 263; retention of 
fragments of bone of, in uterine cervix for 10 years, 380 

Fibroma, Of ovary with ascites and hydrothorax— 
Meig’s syndrome, 150; osteogenic, of bone; 2 cases, 
491 


Fibroplasia, Oxygenation and retrolental, 43; pathologic 
basis of retrolental, 218; effect of oxygen on develop- 
ing retinal vessels; retrolental, 219; ocular histology 
in premature infants; retrolental, 458; incidence and 
severity of retrolental, 459; cicatricial stage of 
retrolental, 460; oxygen studies in retrolental, 460 

Fiftieth anniversary of Surgery, Gynecology, and 
Obstetrics, Introductory; past 50 years in manage- 
ment of surgical infections, 1; shock, fluids, and 
electrolytes, 1905-1955, 101; contributions of physiol- 
ogy to surgery, 1905-1955, 205; half century of ef- 
fort to control cancer, 309; intrathoracic surgery 
(lungs, heart, and great vessels; surgical manage- 
ment of diseases of esophagus), 1905-1955, 413; half 
century of effort to control cancer, 425; progress in 
gynecology, 517; half century of effort to control 
cancer; 526 

Finger, Reconstruction of hand with transposition of, 
275; flaps for, 397 

Fistula, Gastropleural, 119; enterouterine, following 
abortion, 266; tests for and means of improving 
collateral circulation in cases of aneurysm and 
arteriovenous, of extremities, 282; surgical diseases of 
pulmonary artery; central aneurysms, arteriovenous, 
and peripheral aneurysms, 284; progress in gyne- 
cology, 517; imperforate anus with rectovesical, 
urethral, vaginal, and perineal, 570 

Flaxedil, Experiences with, in major surgery, 95 

Fluid, Peritoneal tap as aid in diagnosis of acute ab- 
dominal disease, 61; shock, electrolytes, and, 1905- 
1955, 101 

Fluorescein, Experimental pathology of cutaneous burns, 
189 


Foot, Pantalar arthrodesis; one-stage operation, 84; ob- 
stacles to reduction in subtalar dislocations, 87; 
treatment of postanterior poliomyelitis flail joint in, 


181; articular transplants from, to hand, 397; origin 
and etiology of clubfoot, 493; reconstructive opera- 
tions for tears of Achilles tendon, 497 

Forceps, Failed; review of 100 cases, 74 

Foreign bodies, Intraocular; 102 cases, 213; exogenous, of 
external auditory canal, nasal cavity, and esophagus; 
: ‘gee of coins in esophagus occupying sagittal plane, 

0 

Fractures, Cortisone in healing of experimental, 85; role 
of cartilaginous callus in repair of, 85; operative 
treatment of, of distal end of humerus in children, 85; 
with dislocation of hip, 86; vertical, of cervical verte- 
bral bodies, 98; open reduction and intramedullary 
nailing of, and nonunion of shaft of long bones; 200 
observations, 175; orthopedic treatment of fresh, of 
spine in dorsolumbar region, 176; treatment of, of 
tibial “plateau,” 177; of tibial shaft, 178; rate of 
bone salt formation in healing, determined with 
radiocalcium, 180; fatigue, of ribs from coughing, 
197; whiplash, of cervicodorsal spinous processes; 
resemblance to shoveler’s, 277; with dislocations of 
shoulder joint treated by excision of humeral head 
and insertion of acrylic prosthesis, 277; medial, of 
femoral neck; to nail or not to nail, 277; osteosyn- 
thesis of medial, of femoral néck with aid of 3 nails; 
278; diaphysial, of both bones of leg, 278; healing 
of, after fixation with standard plates, contact splints, 
and medullary nails, 279; isolated, of small tuberosity 
of humerus, 399; use of acrylic head prosthesis in 
high, of femoral neck, 399; treatment of, of tibial 
condyles by active movement therapy; 400; treat- 
ment for, of calcaneus, 400; treatment of, of zygoma, 
458; types of; experimental studies on rabbit bones, 
499; influence of hormones and especially desoxy- 
cortico-sterone, cortisone, and ACTH on healing of, 
499; onlay graft for treatment of nonunion and, with 
delayed union, 500; of posterior arch of atlas, 584; 
of carpal navicular ‘‘scaphoid” bone; treatment by 
open reduction and internal fixation, 586; of carpal 
navicular (scaphoid) ; 436 cases, 586 

Freeze-drying, Preservation of arterial grafts by, 284 


GALLBLADDER, New method for determination of func- 
tion of, 142; individualization of syndrome of cysticitis, 
142; contributions of physiology to surgery, 1905- 
1955, 205; acute cholecystitis in aged, 255; post- 
cholecystectomy amputation neuroma, 377; vasculo- 
biliary sheaths of liver, or Glisson’s capsule; their im- 
portance in surgery of, hepatic resections, and surgical 
approach to liver hilus, 476; perforation of, in acute 
cholecystitis, 478 ; results of cholecystectomy for biliary 
dyskinesia, 479 

Gallstones, Colon obstruction caused by, 67 

Gamma radiation, Mortality in swine exposed to, from 
atomic bomb source, 98 

Gangrene, Uterine, originating in abortion, 484 

Gas, Significance of, or barium in biliary tract, 300 

Gas gangrene, Past 50 years in management of surgical 
infections, 1 

Gastrectomy, Experiences with total abdominal, and 
substitute stomachs, 65; 3 stomal complications fol- 
lowing subtotal gastrectomy, 134; nutrition following 
subtotal, of 4 types, 135; postcibal symptoms after 
a. for peptic ulcer, 135; problem of nutrition - 
iollowing complete, 569 

Gastrointestinal tract, Roentgen study of, in proved cases 
of sarcoidosis, 63; indications for surgery of upper, | 
63; melena; 206 cases, 131; gastrojejunal ulcer, 132: 
acute obstruction of small intestine; 154 cases, 136; 
contribution of physiology to surgery, 1905-1955, 

05; massive hemorrhage from, of undetermined 
source, 251; acute massive hemorrhage in peptic 
ulcer, 251; danger of peptic ulceration, 251; trans- 


abdominal total gastrectomy followed by supradia- 
phragmatic esophagojejunal anastomosis, 473; mas- 
sive bleeding of; 296 patients at City Hospital of 
Cleveland, 566; acute hemorrhage in peptic ulcer, 
566; severe hemorrhage in presumed peptic ulcer, 
566; Billroth II resection for gastric and duodenal 
ulcer, 567 

Gelatine, ‘Treatment of burns with sterile, 190 

Genital organs (female), Pathogenesis and morphology 
of precancerous lesions of external, 152; management 
of infertility, 260; surgery in connection with double 
uterus, 380; anatomoclinical and histogenetic con- 
siderations with reference to tumor of Brenner, 381; 
tuberculosis of, and sterility; 230 untreated patients, 
of whom 100 were operated upon, 382; half century 
of effort to control cancer, 425; renal function after 
complete bilateral ureteral obstruction following 
colporrhaphy, 482; histogenesis and classification of 
mesonephric tumors of; benign so-called adenomatoid 

- tumors (mesotheliomas), 514; progress in gynecology, 

517; conservatism in endometriosis, 574 

Genital organs (male), Persistent anterior lobe of pros- 
tate gland, 165; cryptorchid testis, 273; sclerosing 
treatment of prostatic hypertrophy, 487; treatment 
of urogenital tuberculosis, 489; cystic lymphangioma; 
uncommon type of scrotal swelling, 490; histogenesis 
and classification of mesonephric tumors of; benign 
so-called adenomatoid tumors (mesotheliomas), 514; 
late results and sequelae of prostatectomy, 580 

Genitourin tract, Anomalies and complications of 
urogenital tract associated with congenital imper- 
forate anus, 162; half century of effort to control 
cancer, 526 

Glaucoma, Iridectomy in narrow-angle, 111; uveitis with, 
and retrobulbar neuritis, 554 

Glomus tumor, 305 

Gloves, _ 50 years in management of surgical infec- 
tions, 

Gold, Intracavitary radioactive colloidal, in treatment 
of malignant pleural effusion, 240 

Grafts, Shunt; method of replacing segments of aorta and 
large vessels without interrupting circulation, 90; 
vascularization of 1 year old homologous aortic, 90; 
creation of autogenous vessel, 186; sequelae of pre- 
served human aorta, for stricture of aortic isthmus, 
186; preservation of arterial, by freeze-drying, 284; 
homologous skin, used as life-saving expedient to 
promote thrombosis of bleeding wound in patients 
with hemophilia, 291; onlay, for treatment of non- 
union and fractures with delayed union, 500; simple 
method of bone preservation, 501; reinforcement of 
vascular, with viable intestinal segments, 503; ex- 
tended use of diced cartilage, 516; maintaining steril- 
7 during storage of arterial homografts, 590; fate 
of heterologous arterial, 590; skin dermis, as alter- 
native to direct or tubed flap, 593 

Granuloma, Lethal, of nose and face, 44; eosinophile, ot 
vagina, 150; amebic; 4 cases, 254; Calve’s disease: 
spinal localization of cosinophile, 275; lipoid, of 
lung, 362 

Gumma, Diagnostic errors in bronchial carcinoma, 
symptomatology and pathology of, of lung, 121 

Gynecology, Action of antibiotics on bacterium coli 
infections associated with obstetrical conditions and, 
152; modern anesthesia in, 152; progress in, 517 

Gynecomastia; 160 cases, 117 


Hanp, Past 50 years in management of surgical infec- 
tions, 1; management of acute crushing injuries of, 
and forearm over 5 year period, 93; surgical treatment 
of flexor tendon injuries in; 57 cases, 173; interdigital 
sinuses of, of barbers, 203; transplantation of joints to 
replace diseased or damaged articulations in, 275; 
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reconstruction of, with transposition of finger, 275; 
skin incisions in surgery of, 396; articular transplants 
from foot to, 397; surgical treatment of clawhand 
in leprosy, 494; surgery of open traumatic tendon 
and nerve interruptions of; use of free tendon trans- 
plant, 495; monstrous deformities of, caused by burns, 
506 

Head, Cranial aerocele, 41; 1,400 cases of acute injury 
to, 110; half century of effort to control cancer, 309; 
indications for operation in closed injuries of, 559 

Healing, Mechanisms of wound; preliminary local, and 
distant incisions, 291; effects of various methods of 
treatment on wound, 506 

Heart, Cardioscopy—simple and practical, 54; nil 
nocere: errors, dangers, and mortality in contrast- 
filling of, and pulmonary vessels, 54; catheterization 
of, and contrast-filling of cavities of, and pulmonary 
vessels in living human being, 54; cor triatriatum; 
rare malformation of, probably amenable to surgery, 
54; surgical closure of atrial septal defect, 55; protec- 
tion of, by arterialization of coronary sinus, 55; protec- 
tion of, by arterialization of coronary sinus, 56; cessa- 
tion of circulation in general hypothermia; techniques 
of surgery of, under direct vision, 57; cardiovascular 
physiology in normal pregnancy, 73; management of 
pregnancy complicated by disease of, 73; shock, fluids, 
and electrolytes, 1905-1955, 101; some aspects of 
mitral disease in relation to surgical treatment, 122; 
new operation for mitral regurgitation, 122; medical 
aspects of patients undergoing surgery for mitral ste- 
nosis, 122; successful mitral commissurotomy during 
pregnancy, 124; effect of artificial hibernation upon 
myocardial lesions experimentally produced by li- 
gating coronary artery, 124; massive hemorrhage 
combined with controlled general hypothermia and 
its application in experimental cardiac surgery, 125; 
aortic stenosis, 125; whole blood volume determined 
by radiochromium-tagged red cells; congestive failure 
of, 187; determination of output of, by dye dilution 
method, 196; assessment of patients for surgery of, 
242; atrioseptal defects, 242; closure of atrioseptal de- 
fects; 3 cases, 243; atrial septal defect, 244; mitral 
stenosis with and without surgery, 245; results of 
mitral valvotomy for mitral stenosis, 245; mitral com- 
missurotomy through right thoracic approach, 245; 
surgical treatment of tricuspid stenosis, 246; results of 
pulmonary valvotomy and infundibular resection in 
100 cases of Fallot’s tetralogy, 246; ciliated epithelial 
cyst of esophagus associated with cardiac abnormali- 
ties; 2 cases, 248; disease of, in pregnancy, 264; preg- 
nancy and disease of, 265; mitral valvotomy in preg- 
nancy; 2 cases, 265; evaluation of status of, of poor 
risk patient, 287; arrest of, 288; pitfalls, precautions, 
and complications in cardiac resuscitation; 1,200 
cases, 288; reduction of pulmonary reserve: reducing 
pulmonary capacity to 15 per cent, with measurement 
of pressures of right, and arterial blood oxygen satur- 
ation at rest and during exercise, 360; surgical prob- 
lem of mitral insufficiency, 364; results of surgical 
treatment of mitral stenosis, 364; intracardiac throm- 
boses, 365; hypothermia as adjuvant in surgery of, 
365; experimental and clinical observations on closure 
of septal defects of, 365; obscure physiology of post- 
stenotic dilatation; development of aneurysms, 366; 
study of mitral re: itation by roentgen kymogra- 
phy; movement of cardiac calcifications, 409; toler- 
ance of adult rats to profound hypothermia and 
simultaneous standstill of, 412; intrathoracic surgery, 
1905-1955, 413; indications for surgical treatment of 
mitral stenosis, 471; effect of intrapericardial and in- 
tracardiac procaine upon circulation in man during 
mitral commissurotomy and pulmonary valvulotomy, 
471; conventional roentgenogram in most common 
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congenital malformations of, and great vessels, 510; 
safe conduct of patient through cardiac surgery; 
diseases of mitral and aortic valves, 562; disease of, in 
pregnant women, 576; hypothermia; physiological 
observations during hypothermia, 597, 597; angio- 
cardiography by subclavicular route, 594 

Hemangionma, Pedunculated, of ureter, 161; sclerosing, 
of breast, 232 

Hematuria, Clinical and experimental investigations 
on subject of so-called essential, 166; essential renal, 
269 

Hemophilia, Homologous skin graft used as life-saving 
espedient to promote thrombosis of bleeding wound in 
patient with, 291 

Hemorrhage, Treatment of acute gastroduodenal; quan- 
titative blood displacement, 62; shock, fluid, and 
electrolytes, 1905-1955, 101; massive, combined with 
controlled general hypothermia and its application 
in experimental cardiac surgery, 125; 16 emergency 
operations for massive gastric, 132; postmenopausal 
uterine bleeding, 151; accidental; abruptio placentae, 
154; effect of certain obstetric factors and of routine 
prophylactic use of oxytocic drugs on postpartum, in 
vaginal deliveries, 157; delayed traumatic intracere- 
bral, (traumatische spaetapoplexie), 227; pathology 
of gastric arteries; fatal, from peptic ulcer, 250; mas- 
sive gastrointestinal, from undetermined source, 251; 
acute massive, in peptic ulcer, 251; pathology of 
spontaneous intracranial, 357; extradural, of posterior 
fossa, 465; surgical treatment of parenchymatous 
gastric, 473; massive gastrointestinal; 296 patients at 
City Hospital of Cleveland, 566; acute, in peptic ulcer, 
566; severe hemorrhage in presumed peptic ulcer, 
566; at time of childbirth as result of noncoagulability 
of blood, 576 

Hemostasis, New method for, of liver: phrenohepato- 
pexy, 141 

Hemothorax, Intrathoracic surgery, 1905-1955, 413 

Heredity, Half century of effort to control cancer, 399 

Hernia, Diaphragmatic, 130; in poor risk patient; surgical 
management, 250; esophageal hiatus; 138 cases, 369; 
diaphragmatic retrocostoxyphoid, 565 

Herniorrhaphy, Combined abdominoperineal, for mas- 
sive rectal prolapse, 373 

Hibernation, Treatment of manifest tetanus in artificial, 
94; artificial, in war surgery, 95; effect of artificial, 
upon myocardial lesions experimentally produced by 
ligating coronary artery, 124; so-called artificial, in 
treatment of eclampsia, 156; sprarenal changes under 
artificial, in burn shock, 307; role of, and decapsula- 
tion in treatment of postoperative anuria, 405 

Hip, Fracture-discolation of, 86; present attitude to 
osteoarthritis of, 276; new type of arthroplasty for 
bony ankylosis of, 276; functional results of arthro- 
plasty of, with acrylic prosthesis, 276; osteosynthesis of 
medial fractures of femoral neck with 3 nails: indica- 
tions for reconstructive operations on, 278; acute sup- 
purative arthritis of, in premature infants, 492; ap- 
proach to; improvement on Kocher’s method, 492; 
treatment and results in late traumatic luxations of, 
496; resection of trochanter for physiological treat- 
ment of coxa vara, 499; half century of effort to con- 
trol cancer, 526 

Hirschsprung’s disease, In newborn, 255; congenital 
megacolon, 475 

Hirsutism, Masculinizing adrenal tumors (recurrent, in 
bilateral adrenal tumors), 485 

Hodgkin’s disease, irradiation therapy in, 302 

Hormones, Influence of sex, upon erythrocytophospha- 
tase (acid phosphatase) and erythrocytomagnesium 
in breast cancer, 117; assessment of, by vaginal cy- 
tology, 151; influence of total preparation of, of an- 
terior lobe of hypophysis, locally injected, in retarded 
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osseous union, 174; adrenal virilism in female child 
and adult, 386; ‘‘ST 52-ASTA” in treatment of pros- 
tatic cancer, 390; half century of effort to control 
cancer, 425; prophylactic therapy with; complications 
of pregnancy, 483; influence of; desoxycorticosterone, 
cortisone, and ACTH on healing of experimental 
fractures, 499 

Humerus, Operative treatment of fractures of distal end 
of, in children, 85; isolated fracture of small tuber- 
osity of, 399 

Hyaluronidase, Treatment of keloids with, 99; use of, in 
soft tissue injury and its influence on bone repair, 202 

Hydrocephalus, Arteriovenous aneurysms of ampulla of 
Galen in infants; their part in noncommunicating, 47; 
treatment of, 357 

Hydrochloric acid, Diagnosis and surgical therapy of 
gastric corrosion due to, 62 

Hydrocortisone, In tennis elbow, 393; tennis elbow: 
(epicondylalgia externa) treatment with, 393 

Hydronephrosis, Spontaneous rupture of, into free peri- 
toneal cavity, 160 

Hyperparathyroidism, Giant-cell tumor of mandible 
associated with, and osteitis fibroma cystica generali- 
sata, 221; primary; 5 cases in one family, 225 

Hypertension, Surgical closure of atrial septal defect; 
response in patient with severe pulmonary, 55; sym- 
pathectomy in treatment of benign and malignant; 
76 patients, 116; hepatic vein pressure studies for 
evaluation of intrahepatic portal, 141; fetal losses in 
and in pre-eclampsia, 155; control and management 
of crises of, developing during surgical procedures, 
195; malignant, supervening rapidly on pre-eclamp- 
sia, 384; epistaxis in, 555 

Hypopituitarism, Oral cortisone treatment of, 204 

Hypospadias, Simultaneous chordee repair and urethral 
reconstruction for, 165; reconstruction of anterior 
— in, by buried skin strip method, 389; surgery 
of, 487 

Hypotension, Controlled, with arfonad (Ro 2-2222); 
neurosurgical operations, 195 

Hypothermia, Cessation of circulation in general; intra- 
cardiac surgery under direct vision, 57; extracorpo- 
real circulation; deep, combined with artificial circu- 
lation, 124; massive hemorrhage combined with con- 
trolled general, and its application in experimental 
cardiac surgery, 125; use of, in prevention of para- 
plegia following temporary aortic occlusion, 283; as 
adjuvant in cardiovascular surgery, 365; tolerance of 
adult rats to profound, and simultaneous cardiac 
standstill, 412; controlled, in general surgery, 509; 
technique of blood stream cooling, 513; physiological 
observations during, 597 


Regional, 474 

Ileum, Stenosing hyperplastic tuberculosis of terminal, 
136; clinical use of terminal, as substitute ureter, 270 

Incisions, Selection of skin, in surgery of hand, 396 

Incontinence, Progress in gynecology, 517 

Infections, Statistical study of tetanus, 94; treatment of 
manifest tetanus in artificial hibernation, 94; action 
of antibiotics on bacterium coli; obstetrical and gyne- 
cological conditions; terramycin and combined strep- 
tomycin and terramycin, 152; treatment of, after 
medullary nailing, 175; damage to cartilage following ~ 
antibiotic treatment of, of knee joints 177; effect of 
storage at room temperature on infectivity of ictero- 
genic plasma, 187; 8 fatal anaphylactic reactions to 
penicillin, 1920 penicillin resistant staphylococci; fol- 
lowing thoracic surgery, 241; actinomycosis of sub- 
phrenic space, 257; different methods of treatin; 
pyocyaneus-infected burns, 291; human rabies; 
cases, 292; consequences of widespread use of anti- 
biotics, 293; Sylvest’s disease (Bornholm disease), 
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304; during chemotherapy; frequency, type, and pre- 
disposing factors, 405; treatment of tetanus; role of 
anesthetist, 406; staphylococcus pseudomembranous 
enterocolitis, complication of antibiotic therapy, 473; 
treatment of wounds inflicted by rabid animals, 508; 
can man be protected against rabies, 508; progress in 

ecology, 517; abacterial urethritis; 8 cases with 
isolation of pleuropneumonialike organism, 580; 
postoperative wound, due to staphylococcus aureus, 
591 


Infertility, Management of, 260 

International Abstracts of Surgery, Introductor 

Intervertebral discs, Protruded lumbar, in children, 50; 
backache and, 231; mechanical behavior of lumbar, 
274; swelling of operatively removed, 279; calcifica- 
tion of, in childhood, 409; major vascular complica- 
tions of surgery of, 560 

Intestines, Obstruction of, in newborn; 32 consecutive 
cases, 66; chronic ulcerative colitis; ileorectal anasto- 
mosis, 68; roentgen findings in strangulating obstruc- 
tions of small, 97; acute obstruction of small; 154 
cases, 136; ileocecal segment as substitute bladder; 18 
cases, 165; intussusception in infants and children; 
recognition of cases with complications, 199; signifi- 
cance of reduction of flora in, prior to operations on 
colon or rectum, 374; role of bacteria of, in liver 
necrosis following excision of hepatic arterial supply, 
376; staphylococcus pseudomembranous enterocolitis, 
complication of antibiotic therapy, 473; small bowel 
lesions with symptoms of bleeding duodenal ulcer, 
474; regional ileitis, 474; reinforcement of vascular 
grafts with viable segments of, 503; diagnosis and 
management of actue obstruction of, 569 

Intravenous therapy, Shock, fluids, and ciectrolytes, 
1950-1955, 101 

Intussusception in infants and children; recognition of 
cases with complications, 199 

Iodine, 7 50 years in management of surgical infec- 
tions, 

Ionization, Half century of effort to control cancer, 309 

Iris, Treatment of cysts of, with diathermy coagulation, 
554 


Ischemia, Syndrome of acute, of extremities and arterial 
reanimation, 184 

Ischialgia, Clinical contributions to problems of, 48 

Ischium, Ischiopubic osteochondritis, 169 


JaunpicE, Management of obstructive, in infancy, 375 
Jaws, Half century of effort to control cancer, 309; 
treament of tumors of; endobuccal resection, 353 
Joints, Instabilities of knee, and their treatment, 82; 
arthrodesis of knee following resection, obtained by 
means of apparatus for immobilization and without 
use of plaster cast, 83; results of treatment of tuber- 
culosis of bones and; critical evaluation of koli-vac- 
cine, conteben, PAS, streptomycin, and neoteben in 
410 patients; limitations of chemotherapy, 171; trans- 
plantation of joints to replace diseased or damaged ar- 
ticulations in hands, 275; fracture-dislocations of 
shoulder treated by excision of humeral head and in- 
sertion of acrylic prosthesis, 277; osteosynthesis of 
medial fractures of femoral neck with 3 nails; indica- 
tions for reconstructive operations on hip, 278; 
isoniazid in treatment of tuberculosis of bone and, 279; 
chemotherapy of tuberculosis of bones and, 392; pe- 
culiar disease of; systemic calcification of articular 
cartilage, 392; popliteal cysts, 395; articular trans- 
plants from foot to hand, 397; approach to hip; im- 
provement of Kocher’s method, 492; treatment and 

results in late traumatic luxations of hip, 496 


Kipney, Past 50 years in management of surgical infec- 
tions, 1; value of plain film in renal mass lesions, 76; 
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ureteral stump giving rise to symptoms, 77; shock, 
fluids, and electrolytes, 1905-1955, 101; functional 
effects on, during muscular exercise, 159; pneumore- 
troperitoneum combined with stratigraphy as diag- 
nostic modus in renal malformations, 159; spontane- 
ous rupture of hydronephrosis into free peritoneal 
cavity, 160; hilus cysts of, as shown by roentgeno- 
gram, 160; pelvic flap operation for certain types of 
ureteropelvic obstruction, 161; investigations on sub- 
ject of ‘so-called essential hematuria,” 166; tumors 
of; pneumoretroperitoneum, 200; essential renal hema- 
turia, 269; pyelographic changes in necrotizing renal 
papillitis, 269; new theory on formation of renal 
calculi, 269; renal complications from aortography, 
283; penetrating and perforating wounds of trunk 
with involvement of; manner of wounding, character 
and path of missile, and associated injuries, 387; 
puncture biopsy of, 387; new procedures for functional 
exploration of, 387; tests of function of, in urologic 
practice and research, 388; roentgen diagnosis of 
polycystic, 409; function of, after complete bilateral 
ureteral obstruction following colporrhaphy, 482; 
pneumoretroperitoneum in renal malformations, 511; 
half century of effort to control cancer, 526; polycy- 
themia and hypernephroma, 578; Wilms’ tumors in 
— 4 observations, 578; segmental resections of, 
578. 

Keloids, Treatment of, with hyaluronidase, 99 

Knee, Instabilities of, and their treatment, 82; arthrode- 
sis of, following resection, 83; damage to cartilage 
following antibiotic treatment of infection of, 177; 
popliteal cysts, 395; treatment of meniscal rupture of, 
398; compression method of Key-Charnley in resec- 
tion of, for tuberculosis, 398; air-arthrography of, 
after removal of semilunar cartilage; regeneration of 
cartilage, 502; advantages of disarticulation of, over 
amputations through thigh, 583 


Lasor, Rupture of utero-ovarian veins during pregnancy 
and, 74; contracted outlet, 74; failed forceps; 100 
cases, 74; cesarean sections in Denmark during 10 
year period from 1941-1950, 74: birth injuries, 75; 
effect of certain obstetric factors and especially of 
routine prophylactic use of oxytocic drugs on post- 
= hemorrhage in vaginal deliveries, 157; pro- 
onged, in multiparas, 266; vacuum extractor—obstet- 
rical instrument, 267; management of, in contracted 
pelvis, 483; hemorrhages at time.of childbirth as re- 
sult of noncoagulability of blood, 576 

Laboratory, Contributions of physiology to surgery, 
1905-1955, 205 

Larynx, Palsy of, 45; cancer of; laryngoplasty to avoid 
laryngectomy, 45; roentgen therapy for cancer of, and 
laryngopharynx, 302; half century of effort to control 
cancer, 309; present trends in treatment of carcinoma 
of, 355; congenital anomalies of, 557 

Lecithin, Dissolving power of, and bile salts for cholesterol 
in human bladder bile, 571 

Ledderhose’s disease, Report on 2 cases of, 82 

Leg, Diaphysial fractures of both bones of, 278; preoper- 
ative phlebography of lower extremities, 284; treat- 
ment of pseudarthroses of lower, 498 

Lens, Posterior (eccentric) lenticonus; clinical and histo- 
logical findings, 42; modification in intraocular acrylic 
surgery of, 460 

Leprosy, Surgical treatment of clawhand in, 494 

Lip, Half century of effort to control cancer: collective 
review, 309; plastic operations for partial or total 
losses of, 355; restoration of contour of, using fascia, 
tendon, and dermal grafts; correction of flat deform- 
ity of, 355 

— Relationship between mediastinal, and thymus, 
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Lithiasis, Management of pancreatic cysts and pancreatic, 
70; recurrence following operations for upper urinary 
tract, 77 

Liver, Fetal and neonatal hepatitis and its sequelae, 75; 
shock, fluid, and electrolytes, 1905-1955, 101; wounds 
of; 100 cases, 141; new method for hemostasis of; 
mg 2 , 141; hepatic vein pressure studies 

or evaluation of intrahepatic portal hypertension, 
141; contributions of physiology to surgery, 1905- 
1955, 205; unusual complication of needle biopsy of; 
report of case, 375; experiments on oxygen saturation 
and pressure in portal vein after ligation of hepatic 
artery, 375; primary carcinoma of, 376; acute tuber- 
culous hepatitis in pregnant woman, 385; half cen- 
tury of effort to control cancer, 425; vasculobiliary 
sheaths of, or Glisson’s capsule; surgery of gallbladder, 
hepatic resections, and surgical approach to hilus of, 
476; primary carcinoma of 18 autopsied cases, 477; 
splenoportography for visualization of spleen, portal 
vein, and, 47 

Lungs, Past 50 years in management of surgical infec- 
tions, 1; surgery for tuberculosis of; 100 cases, 52; 
thoracoplasty and resection therapy in tuberculosis 
of, 52; intralobar bronchopulmonary sequestration, 
52; bronchial tumor in child; tuberculous lesions 
associated with primary infection, 52; operability of 
cancer of, using transverse tomography, 53; bronchio- 
genic carcinoma; 234 autopsies, 53; indications for 
limits of resection of, 53; nil nocere; errors, dangers, 
and mortality in contrast-filling of heart and vessels 
of, 54; heart catheterization and contrast-filling of 
heart cavities and pulmonary vessels in living human 
being, 54; congenital stenosis of, 56; roentgen aspects 
of isolated valvular pulmonic stenosis, 92; gastro- 
pleural fistula, 119; complications associated with re- 
sective operations for pulmonary tuberculosis, 119; 
diagnosis and therapy of isolated processes of middle 
lobe, 119; changes in, after bronchography with con- 
trast materials containing carboxymethyl] cellulose, 
120; abscesses and cavities of, 120; roentgenologic in- 
vestigation of bronchogenic cysts; gaseous and liquid 
contrast media, 121; modern treatment of bronchial 
adenoma, 121; diagnostic errors in bronchial car- 
cinoma; symptomatology and pathology of gumma 
of, 121; primary lymphosarcoma of; 2 cases, 121; fre- 
quency of bronchial carcinoma under mask of middle 
lobe syndrome, 197; influence of bronchial carcinoma 
on respiratory movements of tracheobronchial tree, 
diaphragm, and thorax, 198; respiratory phase 
esophagogram, helpful expedient in demonstration of 
presence of bronchial stenosis, 198; Daniels’ biopsy in 
diagnosis and treatment of pathologic processes in, 
and mediastinum, 236; cytologic diagnosis, 237; sur- 
gical treatment of tuberculosis of, 237; surgical treat- 
ment of tuberculosis of, 238; effect of preoperative 
streptomycin on incidence of bronchopleural fistula 
after pulmonary excision for tuberculosis, 238; crypto- 
coccosis of; 2 cases with successful treatment by lobec- 
tomy, 238; suppurations of, abscesses of, 238; treat- 
ment of abscess of, 239; cytologic diagnosis of car- 
cinoma of, 239; cytologic diagnosis of carcinoma of, 
239, 239; histogenesis of primary cancer of, 239; sar- 
coma of, 240; effect of cavernostomy on giant pulmo- 
nary cavities; 28 cases, 241; results of valvotomy of, 
and infundibular resection in 100 cases of Fallot’s 
tetralogy, 246; postoperative complications in; physi- 
otherapy, 287; bronchography in treatment of pul- 
monary tuberculosis, 298 ;involvement of mediastinum 
by bronchial carcinoma; its influence on movements 
of esophagus, 299; reduction of pulmonary reserve; 
reducing capacity of, to 15 per cent, with measure- 
ment of right heart pressures and arterial blood oxy- 
gen saturation at rest and during exercise, 360; sur- 


gical treatment of bronchial asthma by modified oper- 
ative procedure, 361; tubercle bacilli in pulmonary 
lesions after treatment by chemotherapy and excision; 
97 cases, 361; resection of bronchus and broncho- 
tracheal anastomosis in tuberculous bronchial stenosis, 
361; local treatment of acute abscess of, 362; lipoid 
granuloma of, 362; changes in shape and site of intra- 
thoracal and extrathoracal organs after pneumonec- 
tomy and their significance, 362; thoracoplasty; new 
osteoplastic technique, 363; high oxygen and hyaline- 
like membranes, 386; blood groups in carcinoma of, 
411; intrathoracic surgery, 1905-1955, 413; half cen- 
tury of effort to control cancer, 425; use of endo- 
tracheal tube in edema of, 467; surgical resection in 
tuberculosis of, 468; role of segmental resection for 
bronchiectasis in conserving function of, 468; surgical 
treatment of blastomycosis of, 468; malignant bron- 
chostenosis in bronchoscopic and bronchographic pic- 
ture, 468; bronchogenic carcinoma; 517 cases, 469; 
inoperable carcinoma of, 469; inoperable carcinoma 
of; roentgenological aspect, 469; question of fibro- 
sarcoma of, 470; inflammatory changes associated 
with primary bronchogenic carcinoma, 562; evalua- 
tion of operative risk in pulmonectomy; bronchial 
blockade and intraoperative two-stage blockade of 
main bronchus and pulmonary artery, 562 

Lupus vulgaris, Epithelioma complicating; forequarter 
amputation, 204 

Lymphatic glands, Extended exeresis of regional, at 
operation for carcinoma of breast, 98 cases with re- 
moval of axillary as well as supraclavicular, 233 

a benigna; its relation to tubercu- 
osis, 

Lymphosarcoma, Primary, of lung; 2 cases, 121; primary, 
of stomach, 300 

Lymph system, Physiologic study of vesical, 162; irradia- 
tion therapy in Hodgkin’s disease, 302 


ee, Shock, fluids, and electrolytes, 1905-1955, 


Malformations, In regard to, in 152 births of infants, 386; 
pneumoretroperitoneum in study of renal, 511 

Malignomas, Treatment of, with extract of wound granu- 
lations, WGH, 514 

Mandible, Giant-cell tumor of, with hyperparathyroidism 
and osteitis fibrosa cystica generalisata, 221; fractures 
of condyle of; nasomandibular fixation in children 
and edentulous adults, 462 

Masseter muscle, Unilateral hypertrophy of, 113 

Mastectomy, Technique of extrafascial radical, 360 

Mastoid bone, Morphologic changes in, under antibiotic 
therapy, 458 

Mediastinum, Mediastinopericarditis externa caused by 
paraffin—paraffinosis of, 126; cysts of, of foregut 
origin with vertebral abnormalities, 129; tumors of, 
129; relationship between lipomas of, and thymus, 
130; Daniels’ biopsy in diagnosis and treatment of 
pathologic processes in lungs and, 236; involvement 
of, by bronchial carcinoma, its influence on move- 
ments of esophagus, 299; mesothelial cysts in posterior, 
370; roentgenologic delineation of organs and tumors 
of posterior, 510 = 

Medulla, Alterations of, after experimental interruption 
of aorta, 466 

Megacolon, Congenital; ‘‘Hirschsprung’s disease,” 475 

Megaureter, 76 

Meigs’ syndrome, Fibroma of ovary with ascites and 
hydrothorax, 150; progress in gynecology, 517 

Melanoblastoma, Excision or irradiation of, 188 

Melanoma, Malignant, of iris and ciliary body of one- 
eyed patient; case observed for 20 years, 42; repig- 
mentation of amelanotic metastases of malignant, by 
contact with epidermis, 99; development of malig- 


nant, in both recipient and donor sites of autogenous 
skin graft, 306; nevi and, of face, 462; malignant; 63 
patients, 514 

Melena, Survey of 206 cases, 131 

Meniscus, Treatment of rupture of knee joint, 398 

Menstruation, Traumatic insufficiencies of, secondary to 
surgical and obstetrical artificial evacuations of uterus, 
483; histochemical studies on tubal epithelium of 
women, 573 

Mephenesin, Muscular relaxation in tetanus with refer- 
ence to effect of, 100 

Mesenchymomatosis, Multiple and congenital, with osteo- 
cutaneous lesions, 491 

Mesentery, Chylangioma of, 2 cases, 379 

Metabolism, Shock, fluids, and electrolytes, 1905-1955, 
101; alterations of potassium, in pregnancy, 262; 
bone salt, in bone growth and bone repair studied by 
means of Ca, P%, and Na*, 279; factors influencing 
nitrogen, in surgical patients, 598 

Metaplasia, Experimental induction of chronic atrophic 
gastritis with various types of, 132 

Metastases, Lymph node; aortic ligation of inferior mes- 
entery artery in cancer of rectum, 68; of primary 
epithelial bladder tumors, 79; nonchromaffin para- 
ganglioma of thigh with, 99; repigmentation of 
amelanotic, of malignant melanoma by contact with 
epidermis, 99; stenosis of esophagus produced by com- 
pression of lymph glands arising due to, from rhabdo- 
myosarcoma of esophagus, 128; radium therapy in 
treatment of recurrences, cutaneous and regional 
lymph gland, in carcinoma of breast, 233; cancer: 
therapy and practice; problem of, 306; malignant 
carcinoid of small intestine with, to liver, valvular 
disease of right side of heart (pulmonary stenosis and 
tricuspid regurgitation without septal defects), pe- 
ripheral vasomotor symptoms, bronchoconstriction, 
and unusual type of cyanosis, 306; half century of 
effort to control cancer, 425; of cancer of prostate, 
488; treatment of carcinoma of, 600 

Mitral valve, Stenosis of, with and without surgery, 245; 
results of valvotomy of, for stenosis of, 245; surgical 
problem of insufficiency of, 364; results of surgical 
treatment of stenosis of, 364; indications for surgical 
treatment of stenosis of, 471; safe conduct of patient 
through cardiac surgery; diseases of, and aortic 
valves, 562 

Mouth, Velopharyngeal closure; index of speech, 45; 
surgical treatment of prognathism, analysis of 65 
cases, 113; rationale for velar closure as primary pro- 
cedure in repair of cleft palate defects, 221; suspected 
renal cell carcinoma of, 222; carcinoma of floor of, 
222; carcinoma of floor of, 223; carcinoma of floor of, 
224; half century of effort to control cancer, 309; 
past, present, and future in surgery of cleft palate, 
556; metastatic tumors of oral cavity, 556; surgical 
treatment of oral cancer, 556; tumors of condyle 
and temporomandibular joint, 557 

Multiparas, Prolonged labor in, 266 

Muscle, Unilateral hypertrophy of masseter, 113; meta- 
bolic and pathologicoanatomic investigations of, in 
Sudeck’s syndrome, 281; therapy of myasthenia 
gravis; thymectomy, 370; development of progressive 
changes in, paralyzed by peripheral injury, 401; 
denervation in posttraumatic regeneration of, 501; 
sarcomas of, and accessory tissues of trunk and ex- 
tremities, 515; Steindler flexorplasty at elbow, 585 

Myasthenia gravis, Therapy of; thymectomy, 370 

Myocardium, Surgical revascularization of, 125 


Narcosis and anesthesia; controlled lowering of blood 
pressure and peridural anesthesia, 193 
en Half century of effort to control cancer, 
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National Cancer Institute; Half century of effort to con- 
trol cancer, 309 

Neck, Surgical treatment of lingual thyroid, 225; half 
century of effort to control cancer, 309; bilateral dis- 
section of, with excision of both internal jugular veins 
and related matters, 356 

Neomycin, Past 50 years in management of surgical in- 
fections, 1 

Nerves, Management of pain of malignant disease with 
nerve blocks, 116; syndrome of median nerve com- 
pression in carpal tunnel, 230; median neuropathy 
in carpal tunnel, 230; nature of bone changes asso- 
ciated with injuries and disuse of, 582; damages to, in 
disturbances of peripheral circulation, 589 

Nervous system, Neurogenic bladder; innervation, patho- 
physiology, etiology, and therapy, 271; Raynaud’s 
phenomenon due to vibrating tools, 305; pelvic pain 
based on vascular and autonomic disorder of, 383; 
experimental allergic encephalitis in animals; neuro- 
paralytic accidents following antirabies treatment in 
man, 405 

Neuroma, Postcholecystectomy amputation, 377 

Neurosurgery, Controlled hypotension with arfonad (Ro 
2-2222), with attention to, 195 

Nevi and melanomas of face, 462 

Newborn, Intestinal obstruction in; 32 cases, 66; birth in- 
juries, 75; fetal and neonatal hepatitis and its sequelae, 
75; should the Credé prophylaxis of ophthalmia of, 
be modified, 158; Hirschsprung’s disease in, 255; 
ocular histology in premature infants; retrolental 
fibroplasia, 458; incidence and severity of retrolental 
fibroplasia in relation to possible causative factors, 
459; causes and prevention of stillbirths and first 
week deaths, 484; acute suppurative arthritis of hip in 
premature infants, 492 

Nitrogen, Factors influencing metabolism of, in surgical 
patients, 598 

Nodules, Two cases of Ledderhose’s disease, 82; Cushing’s 
syndrome associated with obliterative arterial disease 
and multiple subcutaneous, (Ehlers-Danlos’ syn- 
drome), 203 

Nose, Lethal granuloma of, and face, 44; exogenous for- 
eign bodies of external auditory canal, nasal cavity, 
and esophagus; 2 cases of coins in esophagus occupy- 
ing sagittal plane, 220; treatment of polyps of, frontal 
sinussurgery, 220; olfactory esthesioneuroepitheliomas 
of Louis Berger, 354; epistaxis in hypertension, 555 

Nutrition, Following subtotal gastrectomy of 4 types, 
135; contributions of physiology to surgery, 1905- 
1955, 205; parenteral administration of fats, 304; 
problem of, following complete gastrectomy, 569 


Osstetrics, Ureteral injury in pelvic surgery; incidence, 
pathogenesis, prophylaxis, and treatment, 158; vacu- 
um extractor; instrument for, 267; risk from aspira- 
tion of vomit during anesthesia for, 267; maintenance 
of pelvic integrity in, 267; clinicostatistical study on 
incidence of complications of; at Obstetrical and 
Gynecological Clinic of University of Padua, Italy, 
384 


Occupations, Half century of effort to control cancer, 
309; pathogenic etiology of tumors, 411 

Ollier’s disease, Kast syndrome, 170 . 

Operating room, Past 50 years in management of surgical 
infections, 1 

Operation, Past 50 years in management of surgical in- 
fections, 1; some unsolved problems in surgery of 
sympathetic nervous system, 49; indications for 
surgery of upper gastrointestinal tract, 63; compara- 
tive experimental studies on effect of different blood 
substitutes on restoring of circulation, 93; shock, 
fluids, and electrolytes, 1905-1955, 101; some 
aspects of mitral disease in relation to surgical treat- 
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ment, 122; medical aspects of patients undergoin 
surgery for mitral stenosis, 122; successful mitr 
commissurotomy during pregnancy, 124; new method 
for radical surgical management of middle thoracic 
esophageal carcinoma, 129; 16 cases of emergency, 
for massive gastric hemorrhage, 132; role of surgery 
in therapy of ulcerative colitis, 137; operating room 
cholangiography, 143; review of 500 cases of biliary 
tract, 144; experiences with Manchester, after 
Burger’s technique, 149; risk of, and means of its 
prevention, 188; excision or irradiation of melano- 
blastoma, 188; Thorn test in surgical disease of 
children, 189; military surgery in Indochina, 193; 
control and management of hypertensive crises 
developing during surgical procedures, 195; contri- 
butions of physiology to surgery, 1905-1955, 205; 
assessment of patients for cardiac surgery, 242; 
closure of atrioseptal defects; 3 cases, 243; atrial 
septal defect; 5 patients, 244; mitral commissurotomy 
through right thoracic approach, 245; surgical 
treatment of tricuspid stenosis, 246; antibiotics in 
surgery of aged, 287; pulmonary complications 
after observations on prevention by means of 
physiotherapy, 287; evaluation of cardiac status of 
poor risk patient, 287; pitfalls, precautions, and com- 
plications in cardiac resuscitation; 1,200 cases, 288; 
study of deaths associated with anesthesia and sur- 
gery; 599,548 anesthesias in 10 institutions from 1948 
to 1952 inclusive, 295; half century of effort to control 
cancer, 309; bilateral neck dissection with excision 
of both internal jugular veins and related matters, 
356; significance of reduction of intestinal flora prior 
to, on colon or rectum, 374; role of hibernation and 
decapsulation in treatment of anuria after, 405; end 
result study of 62 stapling, 497; hypothermia; tech- 
nique of blood stream cooling, 513; ACTH and corti- 
sone in surgery, 515; indications for, in closed head 
injuries, 559; operative risk in pulmonectomy; test 
of bronchial blockade and intraoperative two-stage 
blockade of main bronchus and pulmonary artery, 
562; safe conduct of patient through cardiac; 
disease of mitral and aortic valves, 562; synchronous 
combined abdominoperineal excision in treatment 
of rectal cancer; 28 cases, 570; of conjoined twins, 
596; factors influencing nitrogen metabolism in 
surgical patients, 598 

Optic discs, Fate of visual fields and, in pituitary tumors, 
27 


Optic nerve, Aplasia of; 3 cases, 43 

Orbit, Exenteration of, 214 

Ossification, Formation of accessory, centers in presence 
of normal, and of disturbed epiphysial; relationship 
to aseptic necroses, 201 

Osteitis, Surgical treatment of acute, in childhood, 170 

Osteoarthritis, My present attitude to, of hip, 276 

Osteochondritis, Ischiopubic, 169 

Osteoma, Natural history of osteoid; 20 cases, 392 

Osteomyelitis, Past 50 years in management of surgical 
infections, 1; nosologic picture of chronic resulting 
conditions, 168; late results in treatment of 100 cases 
of acute hematogenous, 171; foci of, in neck of femur, 

93 


Ovary, Histology and function of, from embryonic 
period to fertile age, 71; occurrence, function, and 
pathology of sympathicotropic cells of, differentia- 
tion from interstitial or hilus cells, 71; histology and 
function of, during fertile period; effect of pregnancy, 
72; fibroma of, with ascites and hydrothorax— 
Meigs’ syndrome, 150; Sertoli cell tumors of, 258; 
pelvic tumors other than fibromas of, with ascites and 
hydrothorax, 261; tumors of, complicating preg- 
nancy; 45 cases, 265; tumor of Brenner; personal 
observation, 381; removal of 184 pound tumor of; and 


observations apes splanchnic shock, 382; 
carcinoma of; risk of preserving, 382; half century of 
effort to control cancer, 425; dysgenetic thyroid 
tissue of, and tumors derived from it, 482; progress 
in gynecology, 517 3 

Oxygen, Direct observation of effect of, on developing 
vessels, 218; effect of, on developing retinal vessels; 
retrolental fibroplasia, 219; high, and hyalinelike 
membranes, 386; incidence and severity of retro- 
lental fibroplasia in relation to possible causative 
factors, 459; studies of, in retrolental fibroplasia, 460; 
effect of increased concentration of, on new vessel 
growth in adult cornea, 553; effect of increased, on 
development of retinal vessels, 554 

Oxygenation and retrolental fibroplasia, 43 


Pain, High cervical chordotomy for relief of intractable, 
in arm, shoulder, and upper chest, 115; management 
of, in malignant disease with nerve blocks, 116; 
pelvic, based on vascular and autonomic nervous 
system disorder, 383 

Palate, Velopharyngeal closure; index of speech, 45; 
rationale for velar closure as primary procedure in 
repair of defects of cleft, 221; past, present, and future 
in surgery of cleft, 556 

Pancoast syndrome, 597 

Pancreas, Fallibility of biopsy of, 69; management of cysts 
of, and lithiasis of, 70; recurrent choledocholithiasis 
and problems of obstruction, after choledochotomy, 
143; ethionine in treatment of cancer of, 145; present 
status of surgery for carcinoma of head of, 145; one- 
stage pancreatoduodenectomy with resection of 
superior mesenteric vein, 145; changes in spleen 
secondary to disease of, 146; contributions of 
physiology to surgery, 1905-1955, 205; carcinoma of 
head of; 49 cases, 378; results of treatment of carci- 
noma of, 378; half century of effort to control cancer, 
425; carcinoma of body and tail of; 20 cases, 479 

Pancreatic duct, Terminal portion of common bile duct 
and, of Wirsung, 69 

Pancreatitis, 571; Treatment of recurring acute, by de- 
compression of biliary tract, 144; roentgen mani- 
festations of relapsing, 199; traumatic, 256; ductal 
changes in chronic, 377 

Paraffin, Mediastinopericarditis externa caused by; 
paraffinosis of mediastinum, 126 

Paraganglioma, Metastasizing nonchromaffin, of thigh, 
99 


Paralysis, Modified approach for surgical correction of 
bilateral abductor vocal cord, 46; plastic surgery for 
facial, 229; Steindler flexorplasty at elbow, 585 

Paraplegia, Use of hypothermia in prevention of, follow- 
ing temporary aortic occlusion, 283 

Parathyroid glands, Contributions of physiology to 
surgery, 1905-1955, 205; primary hyperparathy- 
roidism; 5 cases in one family, 225; primary hyper- 
parathyroidism with adenoma of; 2 cases with 
metabolic studies, 226; adenomas of; 12 cases treated 
surgically, 226; half century of effort to control 
cancer, 309 

Parotid gland, Treatment of tumors of, by irradiation and 
surgery, 41; radical operation in mixed tumors of, 110 

of physiology to surgery, 1905- 
1955, 

Pectus excavatum, Surgical treatment of, (funnel chest), 


Pelvis, Ureteral injury in surgery of, 158; tumors of, 
other than fibromas of ovary with ascites and hydro- 
thorax, 261; maintenance of integrity of, in obstetrics, 
267; insufficiency of, during pregnancy and after 
parturition, 268; pain in, based on vascular and auto- 
nomic nervous system disorder, 383; half century of 
effort to control cancer, 425; management of labor 


in contracted, 483; progress in gynecology, 517; half 
century of effort to control cancer, 526; possibility of 
preservation of function in visceral exenteration of 
organs of, for advanced cancer, 572 

Penicillin, Past 50 years in management of surgical in- 
fections, 1; 8 fatal anaphylactic reactions to, 192; 
staphylococci infections resistant to, following 
thoracic surgery with large doses of, 241; actino- 
mycosis; its treatment with, 292; use of procaine 
amide in treatment and prevention of reactions of, 
292; nasal warriage of staphylococcus aureus in 
general population; hospitalization and therapy 
with, 

Penis, Ureterpenis, 486; surgery of hypospadias, 487; 
treatment of plastic induration of, (Peyronie’s 
disease), 511; half century of effort to control cancer, 
526 


Pericardium, Mediastinopericarditis externa caused by 
paraffin—paraffinosis of mediastinum, 126; diver- 
ticulum of, and pericardiocelomic cysts—surgical 
treatment, 126; nontraumatic pneumopericardium 
and pyopneumopericardium; 2 cases, 470 

Peripheral nerves, Management of pain of malignant 
disease with blocks of, 116; syndrome of median 
nerve compression in carpal tunnel, 230; median 
neuropathy in carnal tunnel, 230; injury of, 359 

Peritonitis, Past 50 years in management of surgical in- 
fections, 1 

Pharynx, Half century of effort to control cancer, 309 

Physiology, Contributions of, to surgery, 1905-1955, 
205; alterations in respiratory, associated with tho- 
racic injury, 236; half century of effort to control can- 
cer, 309 

Physiotherapy, Postoperative pulmonary complications; 
prevention by means of, 287 

Pinealoma, With Simmonds’ syndrome; report of case, 
559 

Pituitary gland, Influence of total hormone preparation 
of anterior lobe of, locally injecfed, in instances of 
retarded osseous union, 174; oral cortisone treat- 
ment of hypopituitarism, 204; fate of visual fields and 
optic discs in tumors of, 227; changes of, following 
electrocoagulation, 465 

Placenta, Abruptio placenta; dangers of delay in 
delivery, 73; accidental hemorrhage; abruptio 
placentae, 154; previa; 350 cases seen in Stockholm 
during 10 year period from 1940 to 1949, 155; trans- 
fer of amino acids by, in normal and toxemic 
pregnancy, 262; indications for and scope of indirect 
placentography in diagnosis of placenta previa, 384 

Plasma, Shock, fluids, and electrolytes, 1905-1955, 101; 
effect of storage at room temperature on infectivity 
of icterogenic, 187; contributions of physiology to 
surgery, 1905-1955, 205 

Plastic surgery, Of muscle after Rives in defects and re- 
laxation of diaphragm, 57; double bladder with soli- 
tary urethra in 4 year old boy; with excellent func- 
tional and anatomic results, 78; operation of Hahn- 
Brandes, 87; exstrophy of urinary bladder; treatment 
by, 164; ileocecal segment as substitute bladder; 
18 cases, 165; use of cecum as substitute urinary 
bladder, 165; early healing of tendons, 182; electrical 
accidents, 190; clinical study of use of skin homo- 
grafts for burns, 191; for facial paralysis, 229; substi- 
tute bladder; 5 cases, 272; reconstruction of hand, 
with transposition of finger, 275; polyvinyl and sili- 
cone compounds as subcutaneous prostheses, 305; 
development of malignant melanoma in both recip- 
ient and donor sites of autogenous skin graft, 306; 
for partial or total losses of lip, 355; restoration of 
lip contour using fascia, tendon,’and dermal grafts; 
correction of flat lip deformity, 355; finger flaps, 
397; topical antibiotic therapy, 407; face injury in 
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sport, 461; nevi and melanomas of face, 462; frac- 
tures of mandibular condyle; nasomandibular fixa- 
tion in children and edentulous adults, 462; appli- 
cation and technique of, in osteomyelitic bone cavi- 
ties, 494; use of material for, in vascular and esopha- 
surgery, 503; effects of various methods of 

treatment on wound healing, 506; past, present, and 
future in surgery of cieft palate, 556; skin dermis graft 
as alternative to direct or tubed flap, 593 

Pleura, Intracavitary radioactive colloidal gold in 
treatment of malignant effusion of, 240; Sylvest’s 
disease (Bornholm disease), 304 

Pneumonia, Localized organizing; resemblance to 
carcinoma; clinical, roentgenographic, and patho- 
logic features, 298 

Pneumopericardium, Nontraumatic, and pyopneumo- 
pericardium; 2 cases, 470 

Pneumothorax, Intrathoracic surgery, 1905-1955, 413 

Poliomyelitis, Treatment of postanterior flail joint in 
foot due to, 181; intensive physical therapy aided by 
curare in orthopedic treatment of, 588; past 50 years 
in management of surgical infections, 1 

Polyposis, Association of familial, of colon with multiple 
sebaceous cysts, 203 

Polyps, Half century of effort to control cancer, 425 

Polyvinyl and silicone compounds as subcutaneous 
prosthesis, 305 

Portal vein, Experiments on oxygen saturation and pres- 
sure in, after ligation of hepatic artery, 375 

Potassium, Shock, fluids, and electrolytes, 1905-1955, 
101; contribution of physiology to surgery, 1905- 
1955, 205; alterations of metabolism of, in preg- 
nancy, 262 

Pregnancy, Histology and function of ovary during 
ertile period; effect of, 72; cardiovascular physiology 
in normal; dye dilution technique, 73; abruptio 
placentae; dangers of delay in delivery, 73; manage- 
ment of, complicated by heart disease, 73; rupture of 
utero-ovarian veins during, and labor, 74; contracted 
outlet, 74; successful mitral commissurotomy during, 
124; accidental hemorrhage; abruptio placentae, 154; 
placenta previa; 350 cases seen in Stockholm during 
10 year period from 1940 to 1949, 155; fetal losses 
in hypertension and in pre-eclampsia, 155; so-called 
artificial hibernation in treatment of eclampsia, 156; 
fetal anoxia, 156; blood loss from fetal circulation; 
hazard of lower segment cesarean section in cases of 
placenta previa, 157; hazards of neglecting treatment 
in varicosis accompanying, 183; placental transfer 
of amino acids in normal and toxemic, 262; altera- 
tions of potassium metabolism in, 262; hardness and 
growth of fetal head, 263; etiologic aspects in problem 
of toxemia of, 264; heart disease in, 264; and heart 
disease, 265; mitral valvotomy in, 2 cases, 265; acute 
appendicitis in late, 265; ovarian tumors complicat- 
ing; 45 surgically proved cases, 265; pelvic insuffi- 
ciency during, and after parturition, 268; diagnostic 
value of hysterosalpingography in tubal, 301; 
malignant hypertension supervening rapidly on pre- 
eclampsia, 384; instance of intraepithelial epithe- 
lioma of uterine cervix disclosed in course of, 384; 
acute tuberculous hepatitis in, 385; ABO blood 
groups and toxemia of, 411; gastric secretion in dogs 
during, and lactation, 473; management of diabetes 
in, 483; prophylactic hormone therapy; relation to 
complications of, 483; circulatory adjustments to, 
575; case of cervical, 575; gunshot wounds of uterus 
in, 575; treatment of acute toxemias of, with hypo- 
tensive drugs, 575; emphysematous colpitis in, 576; 
management of heart disease in, 576; remote deaths 
following eclampsia, 577 

Presentation, Deflexion attitudes of fetus in utero, 
etiology and diagnosis of face and brow, 263 
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Primiparas, Cesarean section in elderly; 1,000 cesarean 
sections performed on elderly, at women’s clinics, 
University of Helsinki, from 1907 to 1950, 157 

Procaine, Effect of intrapericardial and intracardiac, 
upon circulation in man during mitral commissurot- 
omy and pulmonary valvulotomy, 471 

Procaine amide, Use of, in treatment and prevention of 
penicillin reactions, 292 

Prognathism, Surgical treatment of; 65 cases, 113 

Prontosil, Past 50 years in management of surgical in- 
fections, 1 

Prophylaxis, Antiserum in, of rabies, 406 

Prostatectomy, Radical perineal, for carcinoma; cases 
at Johns Hopkins Hospital, 1904-1954, 580; late 
results and sequelae of, 580 

Prostate gland, Persistent anterior lobe of, 165; adrenalec- 
tomy for carcinoma of, 269; histologic diagnosis of 
cancer by study of blended tissues; adenocarcinoma 
of, 273; “ST 52-ASTA” in treatment of cancer of, 
390; sclerosing treatment of hypertrophy of, 487; 
carcinoma of, in Jews and circumcised gentiles, 488; 
metastasis of cancer of, 488; half century of effort to 
control cancer, 526 

Prosthesis, Functional results of hip arthroplasty with 
acrylic prosthesis, 276; biomechanical problems of 
original Judet, 280; polyvinyl and silicone compounds 
as subcutaneous, 305; use of acrylic head, in high 
fractures of femoral neck, 399 

Protein, Contributions of physiology to surgery, 1905— 
1955, 205; comparison of assimilation of, and fat after 
Billroth II, Billroth I, and segmental types of sub- 
total gastrectomy, 473 

Prothrombin, Contributions of physiology to surgery, 
1905-1955, 205 

Pseudarthrosis, Pathophysiology of, 83; treatment of, and 
its results, 84; subject of Hahn-Brandes plastic opera- 
tion, 87; congenital, of tibia, 492; treatment of lower 
leg, 498 

Pseudohermaphrodite, Progress in gynecology, 517 

Pseudomonas pyocyaneus, Investigations into different 
methods of treating burns with, 291 

Pubic bone, Ischiopubic osteochondritis, 169 

Puerperal fever, Past 50 years in management of surgical 
infections, 1 

Puerperium, Effect of certain obstetric factors and of 
routine prophylactic use of oxytocic drugs on post- 
partum hemorrhage in vaginal deliveries, 157; pelvic 
insufficiency during pregnancy and in parturition, 
268 


Pulmonary artery, Surgical diseases of; central aneu- 
rysms, arteriovenous fistulas, and peripheral aneu- 
rysms, 284; temporary unilateral occlusion of; roent- 
gen examination of pulmonary vessels, 298 

Purpura, Metrorrhagic, and indications for splenectomy, 


Pylorus, Management of splastic and hypertrophic ste- 
nosis of, 250 


Rasies, Human; 3 cases, 292; experimental allergic en- 
cephalitis in animals, and its bearing upon etiology 
of neuroparalytic accidents following treatment for, 
in man, 405; antiserum in prophylaxis of, 406; can 
man be protected against? 508 

Radioactivity, Detection of intraocular tumors by use of 
phosphorus, 216; clearance of sodium with, as meas- 
urement of efficacy of sympathectomy in peripheral 
arterial insufficiency, 230; intracavitary colloidal gold 
with, in treatment of malignant pleural effusion, 240; 
bone salt metabolism in bone growth and bone repair 
studied in rats by means of Ca*, P%, and Na?2, 279 

Radiochromium, Whole blood volume determined by 
red cells tagged with, normal and congestive heart 
failure patients, 187 


Radiology, Progress in gynecology, 517 

Radium, Treatment of parotid tumors by irradiation and 
surgery, 41; retinoblastoma treated by radon seeds 
and discs of, 113; therapy with, in treatment of recur- 
rences, cutaneous and regional lymph gland metas- 
tasis in carcinoma of breast, 233; treatment of carci- 
noma of thyroid, 302; half century of effort to control 
cancer, 309, 425; treatment of plastic induration of 
penis (Peyronie’s disease), 511 

Radius, Contribution to study of isolated traumatic luxa- 
tions of capitulum of, 176 . 

Raynaud’s phenomenon due to vibrating tools; neuro- 
logic observations, 305 

Rectum, Lymph node metastases; aortic ligation of infe- 
rior mesentery artery in cancer of, 68; surgery of 
carcinoma of, 139; abdominoperineal resection with 
sphincter preservation for carcinoma of midrectum, 
140; carcinoma of, at advanced age, 255; combined 
abdominoperineal herniorrhaphy for massive pro- 
lapse of, 373; causal relationship between benign epi- 
thelial tumors and adenocarcinoma of colon and, 
412; half century of effort to control cancer, 425; 
cancer of; 140 consecutive patients, 476; synchronous 
combined abdominoperineal excision in treatment 
of cancer of; 28 cases, 570 ig 

Regurgitation, Vomiting and, during anesthesia, 294 

Respiration, Alterations in physiology of, associated with 
thoracic injury, 236 

Retina, Effect of area and intensity on size and shape of 
electroretinogram; exclusion of stray light effects, 43; 
systemic complications of surgery of detachment of, 
113; effect of oxygen on developing vessels of; retro- 
lental fibroplasia, 219; origin of electroretinogram, 
219; effect of increased oxygen on development of 
vessels of, 554 

Retinoblastoma, Pathological study of, treated by radon 
seeds and radium discs, 113 

Rhabdomyosarcoma, Of chest wall, 234 

Ribs, Fractures (fatigue fractures) of, from coughing, 197 

Roentgenography, Laryngeal palsy, 45; intralobar bron- 
chopulmonary sequestration, 52; operability of can- 
cer of lung using transverse tomography, 53; nil 
nocere; errors, dangers, and mortality in contrast- 
filling of heart and pulmonary vessels, 54; gastro- 
intestinal tract in proved cases of sarcoidosis, 63; plain 
film in renal mass lesions (tumors and cysts), 76; 
aspects of isolated valvular pulmonic stenosis, 92; 
strangulating obstructions of small intestine, 97; diag- 
nosis of tumors of adrenal gland, 97; vertical fracture 
of cervical vertebral bodies, 98; changes in lung after 
bronchography with contrast materials containing 
carboxylmethyl cellulose, 120; bronchogenic cysts; 
new diagnostic aids with gaseous and liquid contrast 
media, 121; esophageal cancer in modern practice of 
surgicoradiological co-operation; postoperative clini- 
cal and radiological study of cancer of esophagus and 
gastric fundus, 128; operative cholangiography, 143; 
hysterosalpingography in female sterility, 149; pneu- 
moretroperitoneum combined with stratigraphy as 
diagnostic modus in renal malformations, 159; hilus 
cysts of kidney as shown by, 160; traumatic ob- 
structions of neck of bladder, 163; fractures (fatigue 
fractures) of ribs from coughing, 197; frequency of 
bronchial carcinoma under mask of “middle lobe - 
syndrome,” 197; influence of bronchial carcinoma on 
respiratory movements of tracheobronchial tree, dia- 
phragm, and thorax, 198; respiratory phase esopha- 
gogram, 198; intussusception in infants and children, 
on recognition of cases with complications, 199; 
roentgen manifestations of relapsing pancreatitis, 199; 
renal tumors; pneumoretroperitoneum, 200; cholan- 
giography in infancy; diagnosis of biliary obstruction, 
256; pyelographic changes in necrotizing renal papil- 


litis, 269; renal complications from aortography, 283; 
preoperative phlebography of lower extremities, 284; 
central veins and deep dural sinuses of brain, 297; in- 
tracerebral arteriovenous malformations, 297; tem- 
porary unilateral occlusion of pulmonary artery; 
roentgen examination of pulmonary vessels, 298; 
localized organizing pneumonia; resemblance to car- 
cinoma; clinical, roentgenographic, and pathologic 
features, 298; bronchography in treatment of pulmo- 
nary tuberculosis, 298; involvement of mediastinum 
by bronchial carcinoma; its influence on esophagus, 
299; primary lymphosarcoma of stomach, 300; sig- 
nificance of gas or barium in biliary tract, 300; hys- 
terosalpingography in tubal pregnancy, 301; normal 
bone, diseased bone, dead bone; Caldwell lecture, 
301; half century of effort to control cancer, 309; 
cerebral angiography in diagnosis of intracranial le- 
sions, 357; indirect placentography in diagnosis of 
placenta previa, 384; some factors which affect value 
of carotid angiography in diagnosis of brain tumor, 
409; study of 1 mitral regurgitation by kymography; 
movement of cardiac calcifications, 409; diagnosis of 
polycystic kidneys, 409; intrathoracic surgery, 1905— 
1955, 413; malignant bronchostenosis in broncho- 
scopic and bronchographic picture, 468; inoperable 
lung carcinoma, 469; nontraumatic pneumopericar- 
dium and pyopneumopericardium; 2 cases, 470; con- 
genital megacolon ‘‘Hirschsprung’s disease,” 475; 
splenoportography for visualization of spleen, liver, 
and portal vein, 479; air-arthrography of knee after 
removal of semilunar cartilage, showing regeneration 
of cartilage, 502; delineation of organs and tumors of 
posterior mediastinum, 510; mammary, in certain 
problems of breast cancer surgery, 510; in most com- 
mon congenital malformations of heart and great 
vessels in adults and juveniles, 510; portal, in Banti’s 
disease, 511; pneumoretroperitoneum in study of re- 
nal malformations, 511; giant cell tumors; 65 cases, 
582; angiocardiography by subclavicular route, 594; 
gastric volvulus, 594; gastric volvulus; idiopathic gas- 
tric volvulus, 594; gastric volvulus; secondary gastric 
volvulus, 595; diagnosis of lower urinary obstruction 
in early years, 595 

Roentgen rays, Rotational therapy with 2 million volt, 98 

Roentgen therapy, Treatment of parotid tumors by irra- 
diation and surgery, 41; rotational therapy with 2 
million volt roentgen rays, 98; excision of irradiation 
of melanoblastoma, 188; early gastric response to 
irradiation, 252; primary lymphosarcomas and retic- 
ulosarcomas of stomach; primary lymphosarcoma of 
stomach treated by subtotal gastrectomy, followed 
by; survival for 3.5 years without signs of recurrence, 
253; in Hodgkin’s disease, 302; for cancer of larynx 
and a 20 years experience, 302; ex- 
perimental, of abdominal cancer; radiosensitivity of 
liver tumors, 303; half century of effort to control 
cancer, 309; value of, in management of intrinsic 
tumors of spinal cord, 410; half century of effort to 
control cancer, 425; carcinoma of breast, 594 


Shock, fluids, and electrolytes, 1905- 
Salivary glands, Half century of effort to control cancer, 


Salt, Rate of formation of bone, in healing fracture deter- 
mined in rats by means of radiocalcium, 180 

Saphenous vein, Transplantation of, for postphlebitic 
stasis, 403 

Sarcoidosis, Roentgen study of gastrointestinal tract in 
proved cases of, 63 

Sarcoma, Synovial, of tibia, 169; secondary chondrosar- 
coma, 170; of lung, 240; primary, of lymph glands 
and reticulum of stomach; primary lymphosarcoma 
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of stomach treated by subtotal gastrectomy, followed 
by roentgen therapy; survival for 3.5 years without 
signs of recurrence, 253; development of, after trau- 
ma, 412; fibrosarcoma of lung, 470; fibrosarcoma of 
abdominal wall secondary to postoperatively irra- 
diated cervical carcinoma, 481; carcinosarcoma of 
uterus with 10 year course, 481; of muscles and ac- 
cessory tissues of trunk and extremities, 515; half 
century of effort to control cancer, 526; lymphosar- 
coma and reticulosarcoma of stomach, 569; osteo- 
lytic, with giant cells, 583 
Scoliosis, Pathogenesis of idiopathic, 169; idiopathic; 
prognosis, diagnosis, and operative indications related 
to curve patterns and age at onset, 393; present day 
evaluation and treatment of idiopathic juvenile, 501; 
in children, 583 
Scopolamine, Effect of atropine and, on subsequent in- 
jection of epinephrine in thyrotoxic and euthyroid 
patients, 592 
Scrotum, Cystic lymphangioma; uncommon type of 
sweliing of, 490 
Senility, Observations with reference to some findings of 
vaginal cytology during period of, 150 
Septicemia, Past 50 years in management of surgical 
infections, 1; instance of postabortive perfringens. 
with anuria, treated by exsanguinotransfusion and 
typhomycine; recovery, 385 
Serum, Absorption and distribution of aureomycin in 
man; aureomycin in, urine, and cerebrospinal fluid 
after oral administrations, 192 
Shock, Fluids, and electrolytes, 1905-1955, 101; relation 
of bacteria to failure of blood-volume therapy in 
traumatic, 191; contributions of physiology to sur- 
gery, 1905-1955, 205; suprarenal changes under arti- 
ficial hibernation in instances of burn, 307; removal 
of 184 pound ovarian tumor, and observations re- 
garding splanchnic, 382; intra-arterial transfusion in 
hemorrhagic, 505; adrenal insufficiency as related to 
surgical, 578; artificial solutions for infusion in treat- 
ment of burn, 591 
Shoulder, High cervical chordotomy for relief of intrac- 
table pain in arm, upper chest, and, 115; method of 
repair of symptomatic chronic acromioclavicular dis- 
location, 277; fracture-dislocations of, treated by ex- 
cision of humeral head and insertion of acrylic pros- 
thesis, 277; traumatic anatomy and treatment of 
acute acromioclavicular dislocation, 395; treatment 
of acromioclavicular luxations, 498; half century of 
effort to control cancer, 526 
Sigmoid colon, One-stage resection in selected cases of 
diverticulitis of, 255 
Silicone, Compounds of polyvinyl and, as subcutaneous 
prostheses, 305 
Simmonds’ syndrome, Pinealoma with, 559 
Sinuses, Interdigital, of barbers’ hands, 203; treatment 
of nasal polypi; surgery of frontal, 220; half century 
of effort to control cancer, 309 
Skin, Past 50 years in management of surgical infections, 
1; experimental Lp ye of cutaneous burns, 189; 
use of homografts of for burns, 191; dermis graft of, 
as alternative to direct or tubed flap, 593 
Small intestine, Malignant carcinoid of, with metastases 
to liver, valvular disease of right side of heart, pe- 
ripheral vasomotor symptoms, bronchoconstriction, 
and unusual type of cyanosis, 306 
Smear, Vaginal as prognostic aid in carcinoma of cer- 
vix treated according to individualized Stockholm 
method, 410; significance of positive vaginal, 482 
Sodium, Shock, fluids, and electrolytes, 1905-1955, 101; 
long term redistribution of bone, studied in rats by 
means of Na”? radioautography, 180 
Sodium pentothal, Automatic electroencephalographic 
control of thiopental anesthesia, 408 
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Speech, Velopharyngeal closure; index of, 45 

Sphenoid bone, Syndrome of, 229 

Spinal anesthesia, Survey of, from 1948 through 1952, 
196 

Spinal cord, Indirect injuries of, due to gunshot wounds 
of spinal column in animal and man, 47; problems of 
ischialgia, 48; high cervical chordotomy for relief 
of intractable pain in arm, shoulder, and upper chest, 
115; anatomic precision in differential sacral neurot- 
omy for “‘cord bladder,” 230; value of radiation 
therapy in management of intrinsic tumors of, 410; 
injuries of, 466 

Spine, Tuberculosis of; end-result study of effects of fu- 

» sion operation on, in large number of patients, 82; 
vertical fracture of cervical vertebral bodies, 98; me- 
diastinal cysts of foregut origin associated with verte- 
bral abnormalities, -129; pathogenesis of idiopathic 
scoliosis, 169; orthopedic treatment of fresh fractures 
of, in dorsolumbar region, 176; mechanical behavior 
of lumbar discs, 274; congenital anomalies of lumbar, 
of persons with painless backs, 274; Calve’s disease; 
localization of eosinophile granuloma in, 275; whip- 
lash fractures of cervicodorsal processes of; resem- 
blance to shoveler’s fractures, 277; swelling of opera- 
tively removed intervertebral discs, 279; idiopathic 
scoliosis; prognosis, diagnosis, and operative indica- 
tions related to curve patterns and age at onset, 393; 
present day evaluation and treatment of idiopathic 
juvenile scoliosis, 501; scoliosis in children, 583; frac- 
ture of posterior arch of atlas, 584 

Spleen, Changes in, secondary to pancreatic disease, 146; 
splenoportography for visualization of liver, portal 
vein, and, 479; circulation of blood in, of living 
mouse, 480; intrasplenic blood transfusion, 504; por- 
tal venography in Banti’s disease, 511 

Splenectomy, Metrorrhagic purpura and indications for, 
257 


Staphylococcus, Nasal carriage of, (aureus) in general 
population and relationship to hospitalization and to 
penicillin therapy, 507; postoperative wound infec- 
tions due to, (aureus), 591; from hospital patients; 
predominance of strains of group III phage patterns 
which are resistant to multiple antibiotics, 597 

Sterility, Hysterosalpingography in female, with evalua- 
tion of clinical results, 149; tuberculosis of female 
genitalia and; 230 untreated patients, of whom 100 
were operated upon, 382; progress in gynecology, 
517; maintaining, during storage of arterial homo- 
grafts, 590 

Sterilization, Past 50 years in management of surgical 
infections, 1 

Sternum, Oblique splitting of, in high gastric surgery, 64 

Stillbirths, Causes and prevention of, and first week 
deaths; classification of deaths by clinical cause; effect 
of age, parity, and length of gestation on death rates 
by cause, 484 

Stoma, Management of 3 complications of, following 
subtotal gastrectomy, 134 

Stomach, Treatment of acute gastroduodenal hemor- 
rhage with reference to quantitative blood displace- 
ment, 62; diagnosis and surgical therapy of corrosion 
of, due to hydrochloric acid, 62; oblique splitting of 
sternum in high gastric surgery, 64; result of vagot- 
omy in treatment of anastomotic ulcer, 64; total ab- 
dominal gastrectomy and substitute, 65; gastropleural 
fistula, 119; esophageal cancer in modern practice 
of surgicoradiological co-operation; postoperative 
clinical and radiological study of cancer of esophagus 
and, 128; perforations of, 131; 16 emergency opera- 
tions for massive gastric hemorrhage, 132; experimen- 
tal induction of chronic atrophic gastritis with various 
types of metaplasia, 132; bleeding peptic ulcer of, and 
duodenum, 133; experiences with 327 free perfora- 
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tions of ulcers of, and duodenum, 133; pernicious 
anemia and cancer of, 134; so-called dumping syn- 

_ drome after partial gastric resection for peptic ulcer, 
134; management of 3 stomal complications following 
subtotal gastrectomy, 134; nutrition following sub- 
total gastrectomy of 4 types (Billroth I and II, seg- 
mental, and tubular resections, 135; postcibal symp- 
toms after partial gastrectomy for peptic ulcer, 135; 
contributions of physiology to surgery, 1905-1955, 
205; results of surgical treatment of carcinoma of 
esophagus and gastric cardia, 248; management of 
spastic and hypertrophic pyloric stenosis, 250; pa- 
thology of gastric arteries; fatal hemorrhage from 
peptic ulcer, 250; gastrectomy for peptic ulcer, 252; 
early gastric response to irradiation, 252; cancer of; 
20 year cures; 2 cases, 253; primary lymphosarcomas 
and reticulosarcomas of; primary lymphosarcoma of, 
treated by subtotal gastrectomy, followed by roentgen 
therapy; survival for 3.5 years without signs of recur- 
rence, 253; primary lymphosarcoma of, 300; experi- 
ences with upper gastrectomy, relationship to eso- 
phagitis, esophagogastric junction and diaphragm, 
372; total gastrectomy with replacement utilizing 
transverse colon, 372; half century of effort to control 
cancer, 425; secretion of, in dogs during pregnancy 
and lactation, 473; . treatment of parenchy- 
matous hemorrhages of, 473; transabdominal total 
gastrectomy followed by supradiaphragmatic eso- 
phagojejunal anastomosis, 473; comparison of protein 
and fat assimilation after Billroth II, Billroth I, and 
segmental types of subtotal gastrectomy, 473; regen- 
erative power of gastric and duodenal mucosa, 566; 
fatal late complications of ulcer surgery, 567; carci- 
noma of stump of, as late problem in ulcer surgery, 
568; small cancer of, 568; technique of our method 
of transabdominal total gastrectomy in cases of can- 
cer of, 568; problem of nutrition following complete 
gastrectomy, 569; lymphosarcoma and reticulosar- 
coma of, 569; volvulus of, 594; volvulus of; idiopathic 
volvulus of, 594, volvulus of; secondary volvulus of, 
595 


Streptomycin, Past 50 years in management of surgical 
infections, 1; effect of preoperative, on incidence of 
bronchopleural fistula after pulmonary excision for 
tuberculosis, 238 

Sudeck’s syndrome, Metabolic and pathologicoanatomic 
investigations of musculature in, 281 

Sulfonamides, Past 50 years in management of surgical 
infections, 1 

Suppuration, Past 50 years in management of surgical 
infections, 1 

Sympathectomy, In treatment of benign and malignant 
hypertension; 76 patients, 116; radioactive sodium 
clearance as measurement of efficacy of; in peripheral 
arterial insufficiency, 230; veins after, 560 

— nerves, Some unsolved problems in surgery 
of, 49 

Synovioma, Malignant, simulating adamantinoma of 
tibia, 82 

Synovitis, Synovectomy associated with antibiotics in 
treatment of tuberculous, 584 


TEMPOROMANDIBULAR joint, Tumors of condyle and, 557 

Tendons, Experimental study of effect of cortisone on — 
healing process and tensile strength of, 88; syndrome 
of stenosing tendovaginitis of flexor carpi radialis, 
170; treatment of cut flexors, 173; spontaneous rup- 
tures of extensor, at wrist joint, 173; surgical treat- 
ment of flexor injuries in hand; 57 cases, 173; eariy 
healing of, 182; surgery of open traumatic interrup- 
tions of, and nerves of hand, inclusive of use of free 
transplant of, 495; reconstructive operations for tears 
of Achilles, 497 ; 


‘Terramycin, Past 50 years in management of surgical in- 


fections, 1 


‘Testis, Observations on cryptorchid, 273; half century of 


effort to control cancer, 526 


‘Tests, Classical and modern, of renal function in urologic 


practice and research, 388; progress in gynecology, 
517 


‘Tetanus, Past 50 years in management of surgical infec- 
tions; collective review, 1; statistical study of, 94; 
treatment of manifest, in artificial hibernation, 94; 
muscular relaxation in, effect of mephenesin, 100; 
treatment of; role of anesthetist, 406 

Thigh, Metastasizing nonchromaffin paraganglioma of, 
99; advantages of knee disarticulation over amputa- 
tions through, 583 

‘Thoracoplasty, New osteoplastic technique, 363 

‘Thorax, Newer methods of managing serious injuries to, 
51; limits of pulmonary resection, 53; diagnosis and 
surgical management of chylothorax with aid of 
lipophilic dyes, 59; permanent supraelevations of dia- 
phragm, 147; surgical treatment of pectus excavatum 
(funnel chest), 172; influence of bronchial carcinoma 
on respiratory movements of tracheobronchial tree, 
diaphragm, and, 198; rhabdomyosarcoma of chest 
wall, 234; surgery of thymus gland; second and third 
thoughts, 234; alterations in respiratory physiology 
associated with injury of, 236; penicillin resistant 
staphylococci infections, following surgery of, with 
large doses of penicillin, 241; traumatic rupture of 
aorta of, 246; changes in shape and site of intrathora- 
cal and extrathoracal organs after pneumonectomy, 
clinical significance, 362; risk of anesthesia in surgery 
of, 408; intrathoracic surgery (lungs, heart, and great 
vessels; surgical management of diseases of esopha- 
gus), 1905-1955, 413; congenital diaphragmatic her- 
nia, 472; intrathoracic so called endotheliomas, 561 

Thromboembolism, Clinical trial of alpha-tocopherol in 
prophylaxis of, 91 

Thrombosis, Contributions of physiology to surgery, 
1905-1955, 205; intracardiac, 365; venous, of upper 
extremity complicated by pulmonary embolus, 503 

Thumb, Release of adduction contracture of, 174 

Thymectomy, ee of myasthenia gravis, indications 
and limitations of, 370 

Thymus gland, Relationship between mediastinal li- 
pomas and, 130; surgery of; second and third thoughts, 
234; cysts of; 2 cases, 249 

Thyroid gland, Contributions of physiology to surgery, 
1905-1955, 205; blood supply of; nodular gland, 224; 
corticotropin (ACTH) in hyperthyroidism, 225; surgi- 
cal treatment of lingual, 225; treatment of carcinoma 
of, 302; half century of effort to control cancer, 309; 
papillary adenocarcinoma of; so-called “‘lateral aber- 
rant,” 463 

Tibia, Malignant synovioma simulating adamantinoma 
of, 82; synovial sarcoma of, 169; treatment of fracture 
of plateau of, 177; fractures of shaft of, 178; treatment 
of fractures of condyles of, by active movement ther- 
apy, 400; congenital pseudarthrosis of, 492 

Tissue, Preservation and transplantation of human, 515 

Tongue, Half century of effort to control cancer, 309 

Toxemia, Etiologic aspects in problem of, of pregnancy, 
264; ABO blood groups and, of pregnancy, 411; 
treatment of acute, of pregnancy with hypotensive 
drugs, 575 

Toxicity, Half century of effort to control cancer, 309 

Toxins, Shock, fluids, and electrolytes, 1905-1955, 101 

Trachea, Fistulas between, and esophagus due to carci- 
noma of esophagus, 52; reconstructive surgery of, 235 

Tracheostomy, Half century of effort to control cancer, 


Trachoma, New concept of, 213 
Transfusion, Symposium on blood, 285 
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Transplantation, Preservation and, of human tissue, 515 

Trauma, Shock, fluids, and electrolytes, 1905-1955, 101; 
analysis of 1,400 cases of acute injury to head, 110; 
electrical accidents, 190; development of progressive 
changes in muscles paralyzed by peripheral, 401; de- 
velopment of sarcoma after, 412; denervation in mus- 
cular regeneration after, 501; treatment of soft tissue, 
of face, 506 

Trochanter, Resection of, for physiological treatment of 
coxa vara, 497 

Tuberculosis, Surgery for fsa. 100 consecutive 
cases 52; comparison of thoracoplasty and resection 
therapy in pulmonary, 52; bronchial tumor in child, 
lesions of, associated with pri infection, 52; of 
spine; end-result study of effects of spinal fusion oper- 
ation in large number of patients, 82; complications 
associated with resective operations for pulmonary, 
119; stenosing hyperplastic, of terminal ileum, 136; 
results of treatment of, of bones and joints; critical 
evaluation of inference of koli-vaccine, conteben, 
PAS, streptomycin, and neoteben in 410 patients; 
limitation of chemotherapy, 171; surgical treatment 
of pulmonary, 237; surgical treatment of pulmonary, 
238; effect of preoperative streptomycin on incidence 
of bronchopleural fistula after pulmonary excision 
for, 238; effect of cavernostomy on giant pulmonary 
cavities; 28 cases, 241; isoniazid in treatment of bone 
and joint; 20 cases, 279; significance of bronchography 
in treatment of pulmonary, 298; bacilli in pulmonary 
lesions after treatment by chemotherapy and excision; 
97 cases, 361; resection of bronchus and broncho- 
tracheal anastomosis in bronchial stenosis due to, 361; 
of female genitalia and sterility; 230 untreated pa- 
tients, of whom 100 were operated upon, 382; acute 
hepatitis in pregnant woman due to, 385; course of 
skeletal, under influence of antibiotics, 391; cystic 
osteitis due to, 391; chemotherapy of orthopedic, 391; 
chemotherapy of, of bones and joints, 392; compres- 
sion method of Key-Charnley in resection of knee for, 
398; lymphogranulomatosis benigna; clinical and 
histopathological study of its relation to, 404; intra- 
thoracic surgery, 1905-1955, 413; surgical resection in 
pulmonary, 468; treatment of urogenital, 489; prog- 
ress in gynecology, 517; synovectomy associated with 
antibiotics in treatment of synovitis due to, 584 

Tumors, Treatment of parotid, by irradiation and sur- 
gery, 41; bronchial, in child; tuberculous lesions as- 
sociated with primary infection, 52; lipomatous retro- 
peritoneal; urographic findings, 76; value of plain 
film in renal mass lesions, 76; metastasis of pri 
epithelial bladder, 79; radiographic diagnosis of, of 
adrenal gland, 97; radical operation in mixed, of 
parotid gland, 110; carcinoma originating in aberrant 
presternal mammary lobe; of aberrant 
glands, 118; mediastinal, 129; massive retroperito- 
neal, in children; Wilm’s tumor, and neuroblastoma 
sympatheticum, 147; restudy of first 1,400, in bladder 
registry of, Armed Forces Institute of Pathology, 164; 
renal; pneumoretroperitoneum, 200; detection of in- 
traocular, by use of radioactive phosphorus, 216; met- 
astatic, of uveal tract, 217; giant-cell, of mandible 
associated with hyperparathyroidism and osteitis fi- 
brosa cystica generalisata, 221; primary, of vermiform 
appendix; clinicopathologic approach, 254; hepatic 
ducts; surgical approach for resection of, 256; chorio- 
carcinoma of uterus; 74 cases from Mathiew Memo- 
rial Chorionepithelioma Registry, 258; Sertoli cell, 
of ovary, 258; pelvic, other than fibromas of ovary 
with ascites and hydrothorax, 261; ovarian, compli- 
cating pregnancy; 45 surgically proved cases, 265; 
hormone-producing, of adrenal cortex, 269; treat- 
ment of skeletal giant cell; 18 cases, 275; glomus, 305; 
half century of effort to control cancer, 309; surgical 
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treatment of, of jaw; indications for endobuccal re- 
section, 353; olfactory esthesioneuroepitheliomas of 
Louis Berger, 354; cerebellar astrocytomas, 358; anat- 
omoclinical and histogenetic considerations of Bren- 
ner; personal observation, 381; removal of 184 pound 
ovarian, and observations regarding splanchnic shock, 
382; neoplasms of ureter, 388; clinical picture of 
ureteral, with reference to benign primary, 389; some 
factors which affect value of carotid angiography in 
diagnosis of brain, 409; value of radiation therapy in 
management of intrinsic, of spinal cord, 410; patho- 
genetic etiology of occupational, 411; causal relation- 
ship between benign epithelial, and adenocarcinoma 
of colon and rectum, 412; bilateral glomus caroticum, 
464; malignant bronchostenosis in bronchoscopic and 
bronchographic picture, 468; dysgenetic thyroid tis- 
sue of ovary and, derived from it, 482; masculinizing 
adrenal, (recurrent hirsutism in bilateral adrenal), 
485; primitive ureteral, 485; roentgenologic delinea- 
tion of organs and, of posterior mediastinum, 510; 
histogenesis and classification of mesonephric, of fe- 
male and male genital system and relationship to be- 
nign so-called adenomatoid, (mesotheliomas); com- 
parative histological study, 514; malignant melano- 
ma; review of 63 patients, 514; progress in gynecology, 
517; half century of effort to control cancer, 526; 
metastatic, of oral cavity, 556; of condyle and temporo- 
mandibular joint, 557; Wilms’, in adults; 4 observa- 
tions, 578; giant cell; clinical, roentgenographic, and 
anatomopathologic review of 65 cases, 582 


Twins, Surgery of conjoined, 596 


Utcer, Indications for surgery of upper gastrointestinal 


tract, 63; result of vagotomy in treatment of anasto- 
motic, 64; chronic colitis with, method of ileorectal 
anastomosis, 68; gastrojejunal, 132; bleeding peptic, 
of stomach and duodenum, 133; experiences with 
327 free perforations of gastric and duodenal, 133; 
so-called dumping syndrome after partial gastric re- 
section for peptic, 134; postci bal symptoms after par- 
tial gastrectomy for peptic, 135; surgery in therapy of 
colitis with, 137; surgical treatment of plantar warts, 
callosities, and, 189; contributions of physiology to 
surgery, 1905-1955, 205; benign esophagus strictures 
caused by reflux esophagitis in cases of duodenal, 247; 
pathology of gastric arteries; fatal hemorrhage from 
peptic, 250; acute massive hemorrhage in peptic, 251; 
danger of peptic; 8 cases complicating surgery and 
trauma, 251; gastrectomy for peptic, 252; duodenal, 
in children; 2 cases of, with stenosis, 373; surgical 
management of stasis disease of lower extremities 
with, 403; blood groups in relation to peptic, and 
carcinoma of colon, rectum, breast, and bronchus; 
association between ABO groups and peptic, 411; 
small bowel lesions with symptoms of bleeding duode- 
nal, 474; management of anorectal complications 
of chronic colitis with, 476; acute hemorrhage in 
peptic, 566; severe hemorrhage in presumed peptic; 
surgical treatment in absence of demonstrable lesion, 
566; Billroth II resection for gastric and duodenal; 
immediate and late results, 567; fatal late complica- 
tions of surgery of, 567; carcinoma of gastric stump 
as late problem in surgery of, 568 


Ureter, Megaureter, 76; stump of, giving rise to symp- 


toms, 77; injury of, in pelvic surgery; current thought 
on incidence, pathogenesis, prophylaxis, and treat- 
ment, 158; pelvic flap operation for certain types of 
ureteropelvic obstruction, 161; pedunculated heman- 
gioma of, 161; calculi abandoned in residual stump 
of, 161; obstruction of lower third of, by anomalous 
blood vessels, 270; regeneration of, 270; clinical use 
of terminal ileum as substitute, 270; neoplasms of, 
388; clinical picture of tumors of, benign primary 
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tumors, 389; renal function after complete bilateral 
obstruction of, following colporrhaphy, 482; primi- 
tive tumors of, 485; ureterpenis, 486; antiperistalsis 
of, bifid, 579; regeneration of, 579 

Urethra, Simultaneous chordee repair and reconstruction 
of, for hypospadias, 165; reconstruction of anterior, 
in hypospadias by buried skin strip method, 389; sur- 
gery of hypospadias, 487; abacterial urethritis; 8 
cases with isolation of pleuropneumonialike organ- 
ism, 580 

Urinary system, Late complications in, following radical 
hysterectomy for carcinoma of cervix, 71; recurrence 
following operations for stone of upper, 77; double 
bladder (vesica duplex) with solitary urethra in 4 
year old boy; plastic operation with excellent func- 
tional and anatomic results, 78; investigations on sub- 
ject of “‘so-called essential hematuria”, 166; ureteral 
regeneration, 270; new procedures for functional ex- 
ploration of kidney, 387; classical and modern tests 
of renal function in urologic practice and research, 
388; vesical neck obstruction in female; etiology and 
treatment, 486; treatment of urogenital tuberculosis, 
489; progress in gynecology, 517; segmental resections 
of kidney, 578; antiperistalsis of ureter; bifid ureter, 
579; ureteral regeneration, 579; abacterial urethritis; 
8 cases with isolation of pleuropneumonialike organ- 
ism, 580; radiologic diagnosis of obstruction of lower, 
in early years, 595 

Urine, Absorption and distribution of aureomycin in 
man; aureomycin in serum, cerebrospinal fluid, and, 
after oral administrations, 192; essential and non- 
essential amino acids in, of severely burned patients, 
291 

Urography, Lipomatous retroperitoneal tumors, 76 

Uterine tubes, Histochemical studies on epithelium of, 
in woman, 573 

Uterus, Late urinary system complications following rad- 
ical hysterectomy for carcinoma of cervix, 71; carci- 
noma of body of, 149; experiences with Manchester 
operation after Burger’s technique, 149; postmeno- 
pausal bleeding of, 151; carcinoma in situ; value of 
cold-knife cone biopsy, 258; choriocarcinoma of; 
study of 74 cases from Mathiew Memorial Chorione- 
pithelioma Registry, 258; ninth annual report on re- 
sults obtained in treatment of carcinoma of, in 1947 
and previous years, 258; enterouterine fistula follow- 
ing abortion, 266; surgery in connection with double; 
hemihysterectomy and parietal hysterosympexy, 380; 
retention of fragments of fetal bone in cervix of, for 
10 years, 380; prophylaxis of cervical cancer; diag- 
nosis in noninvasive state, 380; lymphoglandular dif- 
fusion of cancer of cervix of, 380; pelvic eviscerations 
in cancer of cervix of; technique and indications, 381; 
instance of intraepithelial epithelioma of cervix of, 
disclosed in course of pregnancy; electrocoagulation; 
normal epithelization, 384; vaginal smear as prog- 
nostic aid in carcinoma of cervix treated according to 
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